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National Template July 2014
Leics BCF Resubmission v.2.4 CD September 10, 2014

Better Care Fund planning template – Part 1
Please note, there are two parts to the Better Care Fund planning template. Both parts
must be completed as part of your Better Care Fund Submission. Part 2 is in Excel and
contains metrics and finance.
Both parts of the plans are to be submitted by 12 noon on 19th September 2014. Please
send as attachments to bettercarefund@dh.gsi.gov.uk as well as to the relevant NHS
England Area Team and Local government representative.
To find your relevant Area Team and local government representative, and for additional
support, guidance and contact details, please see the Better Care Fund pages on the
NHS England or LGA websites.

1)

PLAN DETAILS

1a) Summary of Plan
Local Authority

Leicestershire County Council

Clinical Commissioning Groups

West Leicestershire CCG
East Leicestershire and Rutland CCG
East Leicestershire and Rutland CCG spans
populations within both Leicestershire County
Council and Rutland County Council.

Boundary Differences
East Leicestershire and Rutland CCG have
also co-produced the Rutland BCF plan with
Rutland County

Date agreed at Health and Well-Being
Board:

16/09/2014

Date submitted:

19/09/2014

Minimum required value of BCF
£2,012,000
pooled budget: 2014/15
2015/16 £38,343,000

Page 1

8

Total agreed value of pooled budget:
£17,254,600
2014/15
2015/16 £38,615,900
1b) Authorisation and signoff
Signed on behalf of East Leicestershire
and Rutland Clinical Commissioning
Group
By
Position
Date

Dr David Briggs
Managing Director
18/09/2014

Signed on behalf of the West
Leicestershire Clinical Commissioning
Group
By
Position
Date

Toby Sanders
Managing Director
18/09/2014

Signed on behalf of the Leicestershire
County Council
By
Position
Date

John Sinnott
Chief Executive
18/09/2014

Signed on behalf of the Leicestershire
Health and Wellbeing Board
By Chair of Health and Wellbeing Board
Date

Cllr Ernie White
18/09/2014
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1c) Related documentation
Please include information/links to any related documents such as the full project
plan for the scheme, and documents related to each national condition.
Document or information title

Weblink or Appendix Reference

Leicestershire’s Joint Strategic Needs
Assessment
Leicestershire 2014 Health Profiles
East Leicestershire and Rutland CCG
Operating Plan (2014/15 – 2015/16)
West Leicestershire CCG
Operating Plan (2014/15 – 2015/16)
Better Care Together LLR Five Year
Strategy (June 2014)
Leicestershire’s Joint Health and
Wellbeing Strategy (December 2013)
Integration Executive TORs (2014)
Integration Executive Performance
Dashboard (2014)

Appendix G

Integration Executive Programme Plan
(2014)

Appendix E

Integration Executive Risk Register
(2014)

Appendix D

Leicestershire County Council
Corporate Strategy and MTFS
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LEICESTERSHIRE’S VISION FOR HEALTH AND CARE INTEGRATION

We will create a strong, sustainable,
person-centred and integrated health
and care system by 2018 which:
•
•

•

Meets future demands
Supports the Leicester,
Leicestershire and Rutland five
year strategy
Improves outcomes for the local
population

The implementation of the Better Care Fund marks an important milestone in the
relationship between local partners.
It presents a huge opportunity to make lasting and fundamental changes to the way we
work together, for the benefit of local people and the public purse.

THE FOUR AIMS OF THE LEICESTERSHIRE BCF PLAN

1. Deliver measurable, evidence based improvements to the way our citizens and
communities experience integrated care and support.
2. Increase the capacity and capability of integrated community services, so that
professionals and the public have confidence that more care and support can be
delivered in the community in the future.
3. Transfer an agreed proportion of activity from acute to community settings on an
annual basis.
4. Create and manage an efficient pooled budget to sustain integration within the
local health and care economy on an ongoing basis.
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The BCF plan will deliver important improvements to the way we offer integrated care and
support to Leicestershire’s citizens.
To do this, we are making stepped changes to local, integrated, community based services so
that avoidable pressure on hospital care is reduced.
Our BCF Plan contains four themes as shown below:
BCF THEME 1:
Unified Prevention Offer

BCF THEME 2:
integrated, Proactive Care
for those with Long Term Conditions

Bringing together prevention services in
Leicestershire’s communities into one
consistent offer, including housing expertise
and support to carers.

Consolidate integrated health and care
teams in each locality.
Offer proactive case management for
those with complex conditions and/or
the over 75s.

Provide local coordination for the prevention
offer so that vulnerable people have better
access to information, help and advice.

Improve records and data sharing to
improve care planning and coordination.

BCF THEME 3:
Integrated Urgent Response

BCF THEME 4:
Hospital Discharge and Reablement

Introduce integrated rapid response community
services response, to avoid unnecessary
hospital admissions for those who need urgent
assistance.

Make significant improvements in the
timeliness and effectiveness of discharge
pathways from hospital, especially for frail
older people, reducing the length of hospital
stays.

New rapid assessment service in the
community for frail older people.
New rapid assessment service in the
community for people who fall
Develop primary care seven services which
integrate effectively with community based
health and care services

New follow up service for those in receipt of
care packages on discharge from hospital
Consolidate, integrate and extend
Leicestershire’s community based services
a 24/7 service with a single point of access to focus on maintaining independence in the
community for as long as possible.
New approach to joint commissioning for
outcome based reablement and domiciliary
care services
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LEICESTERSHIRE’S BETTER CARE FUND PLAN
2) VISION FOR HEALTH AND CARE SERVICES
2a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe the vision for health and social care services for this
community for 2019/20

Our local vision for integration is based on four core strategic drivers, two of which are local, and two of which are national.
LEICESTERSHIRE’S JOINT HEALTH AND WELLBEING
STRATEGY
http://www.leics.gov.uk/healthwellbeingboard.htm

KING’S FUND: INTEGRATED, PERSON CENTRED CARE
http://www.kingsfund.org.uk/publications/making-our-health-andcare-systems-fit-ageing-population

NATIONAL VOICES: PRINCIPLES FOR INTEGRATED CARE
http://www.nationalvoices.org.uk/principles-integrated-care
http://www.england.nhs.uk/wp-content/uploads/2013/05/nv-narrativecc.pdf
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BETTER CARE TOGETHER 5 YEAR STRATEGY: LEICESTER,
LEICESTERSHIRE AND RUTLAND
http://www.bettercareleicester.nhs.uk/information-library/better-caretogether-plan-2014/
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STRATEGIC DRIVER 1:
BETTER CARE TOGETHER FIVE YEAR STRATEGY:
LEICESTER, LEICESTERSHIRE AND RUTLAND
http://www.bettercareleicester.nhs.uk/information-library/better-care-together-plan-2014/
In June 2014, partners within the health and care economy of Leicester, Leicestershire and
Rutland published a joint five year strategy, with a vision as follows:

To maximise value for the citizens of Leicester, Leicestershire and Rutland (LLR) by
improving the health and wellbeing outcomes that matter to them, their families and carers
in a way that enhances the quality of care at the same time as reducing cost across the
public sector to within allocated resources by restructuring the provision of safe, high
quality services into the most efficient and effective settings.

The LLR 5 Year Strategy
describes:

The 5 year strategy is based
on:

The 5 year strategy sets out:

The overall direction for the
models of health, care and
support services that will
need to apply in five years’
time across the whole health
and care system operating
in LLR

A comprehensive analysis
of the system challenges we
face, due to our:
• Population profile
• Configuration of
services
• Utilisation of services
• Models of care delivery
• Settings of care
delivery
• Costs of care delivery
• Feedback from
public/patients about
the priorities for
improvement from their
perspective

Eight overarching service
models - each reflecting the
current situation and desired
outcomes in five years’ time,
identifying how change will be
made. These are:
• Urgent care
• Frail and older people
• Long term conditions
• Planned care
• Maternity and new born
services
• Children’s services
• Mental health
• Learning disabilities.

The steps needed to realise
that vision; and
A roadmap to better outcomes
for our citizens

The five year strategy will fundamentally change models of care in eight key service areas by:
• Reprofiling the service pathways and models across settings of care
• Shifting a proportion activity away from acute hospital settings into community settings
• Intervening earlier in care pathways to prevent higher levels of dependency and cost in
the health and care system in the medium term.
The Leicestershire BCF is a crucial enabler to the delivery of the LLR vision. It will drive a
number of targeted changes with effect from 2014/15, thus providing some quick wins in
the early stages of the Better Care Together Programme.
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STRATEGIC DRIVER 2:
LEICESTERSHIRE’S JOINT HEALTH AND WELLBEING STRATEGY
http://www.leics.gov.uk/leicestershire_health_wellbeing_strategy.doc

Overarching Goal of Leicestershire’s
Joint Health and Wellbeing Strategy :

“Add Quality and Years to Life”
To be achieved by:
o Improving health throughout people’s lives
o Reducing health inequalities
o Focusing on the needs of the local population.

Leicestershire’s Joint Health and Wellbeing Strategy is based on the detailed findings and
analysis from our Joint Strategic Needs Assessment1 and Summary Health Profile2.
To deliver Leicestershire’s Joint Health and Wellbeing Strategy the following four priorities have
been identified,
Getting it right from childhood

Managing the shift to early intervention and
prevention

Supporting the ageing population

Improving mental health and wellbeing

The strategy also has cross-cutting theme as follows:
• Tackling the wider determinants of health by influencing other Boards
The development of the Leicestershire Better Care Fund (BCF) has been led by Leicestershire’s
Health and Wellbeing Board in the context of the LLR-wide 5 year strategy and the Joint Health
and Wellbeing Strategy for Leicestershire, both of which have been based on Leicestershire’s
comprehensive Joint Strategic Needs Assessment.
Overall, the successful delivery of our Joint Health and Wellbeing Strategy, and the LLR five year
strategy are dependent upon the ability of partners in Leicestershire to focus on:
1
2
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•
•
•
•

Shifting a proportion of activity from acute to community settings
Translating the LLR strategy and road map into the most effective practical changes that
will transform the way care is delivered outside of hospital
Achieving greater integration of care for local citizens
Leading the health and care economy driving change on the ground towards shared
outcomes.

The BCF is therefore a real opportunity to demonstrate how we can target our local resources to
achieve integration, transform services and make measurable impact on the outcomes that
matter most for local people.
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STRATEGIC DRIVER 3:
THE KING’S FUND: INTEGRATED, PERSON CENTRED CARE
http://www.kingsfund.org.uk/publications/making-our-health-and-care-systems-fit-ageingpopulation
http://www.kingsfund.org.uk/publications/making-best-use-better-care-fund
The work of The King’s Fund has informed our vision for integration and the development of the
BCF Plan in two ways:
1. The core elements of integrated care
2. The evidence base for integrated care interventions
The Core Elements of Integrated Care
In line with The King’s Fund recent report “Making our health and care systems fit for an ageing
population,” partners in Leicestershire have a clear view of the core elements of integrated care
that should be in place to provide the optimum system of health and care - as illustrated in this
diagram, taken from The King’s Fund Report.

Leicestershire partners agree that if care and support is designed and structured more effectively
to meet the needs of the ageing population, it will also be planned and delivered more effectively
for many other parts of the population, such as those under 65 who need support following
surgery or illness, those who have a long term condition, or are at risk of developing a long term
condition in later life.
Evidence Base for Integrated Care
The BCF evidence summary provided by The King’s Fund has been used to consider the
anticipated impact of the interventions and care pathway changes proposed in the Leicestershire
BCF and to test our ability to improve our performance against the six metrics in the BCF plan.
The King’s Fund evidence base has formed part of an overall evidence review, which has taken
into account:
• Updated national BCF evidence support materials issued in early August 2014
• The BCF evidence workshops and webinars offered regionally in late August/early
September 2014
• The expertise of the Leicestershire Public Health team who performed a further confirm
and challenge on the Leicestershire BCF evidence base in September 2014
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STRATEGIC DRIVER 4:
NATIONAL VOICES PRINCIPLES FOR INTEGRATED CARE
http://www.nationalvoices.org.uk/principles-integrated-care
http://www.england.nhs.uk/wp-content/uploads/2013/05/nv-narrative-cc.pdf
In December 2013 the Leicestershire Health and Wellbeing (HWB) Board held a development
session to consider collective commissioning intentions for 2014/15 in the context of the national
policy developments for integration and the development of the BCF plan.
At this session partners considered the principles and narrative for integrated care developed by
National Voices who were seeking wide support for the principles from commissioners and other
stakeholders.
We have also considered the results from a survey by Leicestershire Healthwatch, which showed
66% of respondents indicated that improving the integration between health and social care
services was a top priority from the public’s perspective.
Leicestershire HWB Board agreed to:
•
•

Adopt the national voices principles – see box below
Ensure the principles underpin our approach to integration including the development of
the BCF Plan
•
•
•
•
•
•

I tell my story once
I am always kept informed of what the next steps will be
I always know who is coordinating my care
I have one first point of contact
I can see my health and care records at any time
I know how much money is available to me for care and support and can
determine how this is used.

The national voices principles have also been embedded in the five year strategy for Leicester,
Leicestershire and Rutland.
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2b) What difference will this make to patient and service user outcomes?
The interventions within Leicestershire’s Better Care Fund plan are designed to transform how
integrated care and support is experienced by local people, particularly outside of hospital.
Through the interventions in this plan we are working towards our vision to transform integrated
health and care by 2018, and to offer significant improvements to the experience and outcomes
of patients and service users as a result. We expect to deliver the following:
•
•
•
•
•
•
•
•
•
•
•

•
•
•

One system of health and care, placing patients and service users in the centre of their
care, per the national voices principles;
Improved care planning and care coordination especially for frail older people and those
with LTCs;
Greater involvement of service users and carers in care planning;
Clear routes for accessing help, advice and support in a crisis, avoiding hospital
admission and A&E visits where possible;
More assessment and support available to carers;
More seamless care from professionals in community and primary care settings;
Shorter hospital stays and more effective discharge planning from the point of admission;
More effective and consistent pathways of care in the community and more confidence
that these will meet urgent care needs;
Less inappropriate admissions to hospital and less inappropriate A&E attendances;
Greater access to and responsiveness of Leicestershire’s community and primary care
services on a 7 day basis;
A more effective and responsive service for aids and adaptations in the home, and more
expertise and advice on housing matters in support of hospital discharge and maintaining
independence in the community;
More vulnerable people supported in our communities through local care coordination;
More people benefiting from Reablement;
More people being able to avoid or delay an admission to residential/nursing care.

There are 3 overarching measures we will be using to determine outcomes from a service user
perspective in 2015/16. These have been selected from existing patient and service user surveys
in line with the national BCF guidance. These three have been selected initially as they consider
the experience of integrated care in multiple settings and we will continue to develop this
approach and triangulate information from multiple sources as our programme develops.
CQC Inpatient Survey

GP Survey

Q64. Did hospital staff discuss
with you whether you may
need any
further health or social care
services after leaving hospital
(e.g.
services from a GP,
physiotherapist or community
nurse, or
assistance from social
services or the voluntary
sector)

(For respondents with a longstanding health condition)
Q32. In the last 6 months,
have you had enough support
from local services or
organisations to help you to
manage your long-term health
condition(s)? Please think
about all services and
organisations, not just health
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Adult Social Care Users
Survey
3a. Which of the following
statements best describes how
much control you have over
your daily life?

19
In addition to measuring these overarching outcomes we are also embedding patient and service
user outcomes in each component scheme within the BCF plan.
An example of this is the introduction of local area coordination where we will be measuring
service user outcomes using the outcome star as shown in the diagram below.
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2c) What changes will have been delivered in the pattern and configuration
of services over the next five years, and how will BCF funded work
contribute to this?
People rarely need support from a single service as they age, or if they are vulnerable through ill
health, disability, injury or social exclusion/isolation. They have told us that they find it difficult to
navigate between services and feel that there are many barriers in the way as they move
between health, social care and other statutory services.
These barriers are simply not understandable or acceptable to the population we serve. A key
feature of this plan is to address this, and support people and communities much more effectively
so that when people are in need of information and support, or services to maintain or improve
their health and wellbeing, local partners will:
•
•

Deliver this support in a co-ordinated way across agencies
Provide this support as early as possible, anticipating future needs, as well as dealing with
immediate needs in the most appropriate setting.

Ultimately our BCF plan aims to provide a very clear articulation of the menu of services,
information and support available to the public, and make this menu more understandable and
accessible, particularly in community settings.
The Leicestershire BCF plan is based on improving how citizens access information, support and
services and how these are designed across the stepped pyramid of care illustrated in this
diagram.

There will be clear integrated service offers at each layer of the pyramid, operating across
organisational boundaries, with a view to coordinating care for individuals, carers and families.
We will design service offers that maintain people at the lowest possible level of the pyramid
according to their needs, so that progression up the pyramid is avoided/delayed wherever
possible and admission to specialist services is only undertaken when absolutely necessary.
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WHAT WILL OUR HEALTH AND CARE SYSTEM LOOK LIKE AS A RESULT OF THE
CHANGES BROUGHT ABOUT BY THE LEICESTERSHIRE BETTER CARE FUND?
•

Integrated health and care services will be available in each locality, combining the
expertise of adult social care services from Leicestershire County Council and the
community nursing and therapy teams of Leicestershire Partnership Trust, working hand
in hand with a cluster of GP practices.

•

Shared care records and care plans will be in place using the NHS Number to help the
integrated team manage care more effectively across organisational boundaries

•

Xxx more people with long term conditions will have their risks assessed and care needs
coordinated by the integrated health and social care team in their locality, working hand in
hand with their GP practice.

•

7 day services will be available in primary care, coordinated by GPs across Leicestershire
localities, targeted to frail and vulnerable people, and those with long term conditions

•

1911 emergency admissions will be avoided though improved urgent care pathways
which will include the ambulance service working hand in hand with the integrated health
and care teams in each locality.

•

Due to this, approximately 20% more people will receive care at home, instead of going
into hospital, after a fall.

•

Xxx fewer people will be permanently admitted to residential or nursing care, due to
improvements to the care and support they can receive at home

•

Xxx carers will have benefit from enhanced information and health and wellbeing support,
including via assessments being introduced by the Care Act

•

240 vulnerable people per year will be supported by our new local area coordinators
operating in Leicestershire’s communities, to make the most of what’s on offer on their
doorstep.

•

Xx less bed days will be spent in hospital due to delays in discharge arrangements

•

Due to the improvements in delayed discharges, the reduction in total emergency
admissions, and the enhanced locality services, we can confidently reduce the overall
number of inpatient beds in Leicestershire, in favour of investing in community care.

•

A new integrated housing service will offer practical expertise and support for people
needing aids, equipment, adaptations, handy person services and advice on energy
efficiency/affordable warmth.

•

Leicestershire people can see significant changes that have been made in how care is
planned and delivered, feel confident in community based services, and report
improvements in their overall experience of integrated care and support.
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SUMMARY DIAGRAM: LEICESTERSHIRE’S HEALTH AND CARE SYSTEM IN 2018
Prevention
First Contact

Community and Primary
Care
Risk Stratification
Integrated Case
Management in Virtual
Wards
Integrated Care Plans with
NHS Number

Integrated Housing Offer

Locality Based Integrated
Health and Social Teams

Local Area Coordination

7 Day Services in Primary
Care
GP Out of Hours Service

Carer Support Services

New Unified Prevention
Offer in Communities

Integrated Crisis Response
Services in the community
•

New integrated crisis
response services (social
care and nursing)

•

New Frail Older Persons
Unit

•

New Falls rapid response
with Ambulance Service
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Prevents
unnecessary
admission
and directs care into
appropriate
community
alternatives
Phased development
of Single Point of
Access, ultimately
integrating with adult
social care customer
services centre

Hospital

Post Hospital Care

Discharge process begins upon admission
Simplified discharge pathways
Discharge processes designed to return people to their usual place of
residence with a focus on:
• Reablement
• Reducing length of stay, especially for frail older people
• Minimum Safe Data Set to promote rapid discharge
• Assertive in reach
• Housing expertise to support discharge
Independent at Home

Integrated care packages
at Home
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NHS 111 service

Single Point of
Access
Ensures effective
triage navigation and
patient flow.

Integrated Reablement for
those who need support to
return home (including via
Community Hospital)

Residential/Nursing Care
All other interventions are
designed to minimise/delay
permanent admissions to this
sector.

23

What will the impact of the bcf changes be and how will they be measured?
We will work towards achieving an integrated health and care system in 2018 through:
•
•
•
•
•
•
•
•
•

Providing focused leadership to integration across organisational boundaries.
Building on existing priorities and current work, where we can see measurable impact.
Aligning our plans across the system of health and care.
Streamlining and focusing our efforts on tackling a smaller number of areas.
Identifying those citizens at greatest risk and supporting them to maintain or regain their
independence which will reduce their reliance on more costly interventions.
Adopting a whole system approach to pathway re-design (patient journey) ensuring
integration of planning, commissioning and delivery is considered where appropriate.
Improving the customer experience through driving up quality and performance.
Delivering efficiencies through developing more effective and streamlined practices and
processes.
Integrating care records and using more integrated technology to support joint care plans.

The Leicestershire BCF plan will be measured using the following metrics:
BCF National Metric 1: Less people going into nursing and residential care
BCF National Metric 2: More people receiving help to recover at home
BCF National Metric 3: *****A reduction in hospital bed days due to discharge
being delayed ******
BCF National Metric 4: A reduction in total hospital admissions
BCF National Metric 5: Improved patient/service user experience
BCF Local Metric: Prevention of injuries falls

***** A local metric to reduce the length of hospital stays, (in particular for those aged 65+)
is being developed as part of the work on the 5 strategy for health and care across
Leicester, Leicestershire and Rutland. More information about this is given later in this
document
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The following sections explain the definition of each metric, and the rate of improvement we
are aiming for in each case.
National Metric (1)

Permanent
admissions of
older people (aged
65 and over) to
residential and
nursing care
homes, per 100,000
population

National Metric (2)

Proportion of older
people (65 and
over) who were still
at home 91 days
after discharge
from hospital into
reablement /
rehabilitation
services

National Metric (3)

Delayed transfers
of care from
hospital per
100,000 population
(average per
month)

Definition

Trajectory of improvement

This is a nationally defined
metric measuring delivery of
the outcome to reduce
inappropriate admissions of
older people to residential
care.

The proposed trajectory is for a
reduction from 754.53 permanent
admissions per 100,000 population
per year to 711.28 (or 5.73%) by
31st March 2015 followed by a
further reduction to 670.39 (or
5.75%) by 31st March 2016

Definition

Trajectory of improvement

This is a nationally defined
metric measuring delivery of
the outcome to increase the
effectiveness of reablement
and rehabilitation services
whilst ensuring that the
number of service users
offered the service does not
decrease.

The proposed trajectory is for an
increase from 78.64% of service
users still at home 91 days after
discharge to 80.32% (an
improvement of 1.68%) by 31st
March 2015 followed by a further
increase of to 82.01% (an
improvement of 1.69%) by 31st
March 2016

The aim is therefore to
increase the percentage of
service users still at home 91
days after discharge
Definition

Trajectory of improvement

This is a nationally defined
metric measuring delivery of
the outcome of effective joint
working of hospital services
(acute, mental health and nonacute) and community-based
care in facilitating timely and
appropriate transfer from all
hospitals for all adults.

The proposed trajectory is for a
decrease from a baseline of 361.98
delayed bed days per 100,000 per
month to 356.19 (or 1.60%) by 31st
March 2015 followed by a further
reduction to 350.48 (or 1.60%) by
31st March 2016

The aim is therefore to reduce
the rate of delayed bed days
per 100,000 population.
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National Metric (4)

Non-Elective
Admissions
(General & Acute)

Definition

Trajectory of improvement

This is a nationally defined
metric measuring the reduction
in non-elective admissions
which can be influenced by
effective collaboration across
the health and care system.

The proposed trajectory is for a
decrease from a baseline of 672.31
non-elective admissions per
100,000 per month to 644.57
(4.13%) by 31st December 2015.

Total non-elective admissions
(general and acute) underpin
the payment for
performance element of the
Better Care Fund

This equates to a reduction in nonelective admissions a baseline of
54,594 for the period January to
December 2014 to 52,683 (or a
reduction of 1,911 admissions or
3.5%) for the period January to
December 2015.

National Metric (5)

Definition

Trajectory of improvement
Baseline and trajectory currently
being finalised

Improved Patient
Experience

3 questions from existing
patient surveys have been
selected to triangulate
experience of integrated care
across the settings of care in
Leicestershire – see p.12

Local Metric (6)

Definition

Trajectory of Improvement

This is a locally defined metric
measuring delivery of the
outcome to reduce emergency
admissions due to falls in
people aged 65 and over

The proposed trajectory is for a
decrease from a baseline of 151.42
emergency admissions per 100,000
per month to 145.85 (or 3.68%) by
31st March 2015 followed by a
further decrease to 140.47 (or
3.69%) by 31st March 2016.

Injuries due to falls
in people aged 65
and over
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3) CASE FOR CHANGE
Please set out a clear, analytically driven understanding of how care can be improved by
integration in your area, explaining the risk stratification exercises you have undertaken as
part of this.
Everyone Counts: Planning for Patients 2014/15 t0 2018/193 sets the overall medium term
planning framework for the NHS and describes what the NHS must deliver to patients nationally.
The NHS ‘Call to Action4’ asks all NHS providers and commissioners to respond to the significant
challenges facing the NHS in delivering health and care policy into the future, including:
•
•
•
•
•
•
•

An ageing society
The rise of long-term conditions
Rising expectations
Increasing costs of providing care
Limited productivity
Pressure of constrained public resources that the NHS face
Variation in quality of care across the health system.

Our vision for integration and the interventions we have prioritised in BCF have been designed in
response to the call to action.
We have considered the implications for Leicestershire in order to respond to these challenges,
e.g. in view of the specific needs of our population and the performance of our current health and
care system, by analysing the following:
•
•
•

Leicestershire’s Population Trends and Health Needs, using the 2012 Joint Strategic Needs
Assessment and 2014 Health Profile
Population segmentation analysis (completed for the BCF plan resubmission)
The current utilisation of our health and care economy, and the desired future state - using
analysis recently completed for the development of the 5 year plan for LLR

3
4
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Overview of Leicestershire’s Population and Health Needs
Leicester, Leicestershire and Rutland has a population of 1.03 million with the Leicestershire
population comprising 656,698 f which 106,027 people were aged 65-84 years (16.1%) and 15,903
people were aged 85 years and over (2.4%)
Figure 1: 2012 Population Pyramid

The population of Leicestershire is currently growing and by 2037 the total population is predicted
to reach 753,100 people, representing growth of 14.7%. However, the population is not growing
uniformly across the different age bands. In the next 25 years, the population is predicted to grow
as follows:
o

A 7% increase in children and young people age 0-24 years (194,800 people to
208,800)

o

A reduction in the working age population age 25-64 of 1.7% (from 339,900 people
to 333,900)

o

A 55% increase in people aged 65-84 year olds (from 106,000 people to 164,900)

o

A 187% increase in the oldest population group of people aged 85 years and over
(from 15,900 people to 45,600)

Deprivation
1% of the population of Leicestershire (7,640) people live in areas categorised within the most
deprived 20% of areas in the country.
Two districts in Leicestershire, Charnwood and North West Leicestershire, have areas which are in
the most deprived 20% in the country.
11% of the Leicestershire population live in the second quintile of deprivation (in the most deprived
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20-40% of areas in England), accounting for over 73,000 people affected by deprivation. All seven
districts have people in this category of deprivation.
Figure 2: English Indices of Multiple Deprivation 2010 by national quintile for Leicestershire

Source: Department for Communities and Local Government1
Ethnicity
In 2011, the 2011 Census reported that 578,432 people in Leicestershire were White British,
representing 88.9% of the total population. This is lower than the proportion in England of
79.8%.The most significant black and minority ethnic group is Asian Indian, with 28,598 people,
4.4% of the total population. This is higher than the proportion in England of 2.6%.
Health profiles are published annually by Public Health England and provide a useful snapshot of
the health needs of the local population.
The 2014 Health Profile for Leicestershire shows that
•

The health of people in Leicestershire is generally better than the England average.

•

Deprivation is lower than average, however about 12.1% (13,800) children live in poverty.

•

Between 2010 and 2012, life expectancy for males in Leicestershire is 80.1 years and for
females is 84.0 years.3 This is significantly better than the England average for both males
and females.
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•

Healthy life expectancy for 2009-11 for males is 65.2 years for males and 65.2 years for
females.3 This is significantly better than the England average for males but not for females.

•

Life expectancy is 6.1 years lower for men and 5.2 years lower for women in the most
deprived areas of Leicestershire than in the least deprived areas.

Table 1 Health Profile Summary on p.24 shows how people’s health in each local authority across
Leicestershire compares to the rest of England.
It is clear that Leicestershire performs well in many indicators, with 22 indicators that perform
significantly better than the England average, however there is not an even spread across all
districts in Leicestershire and there is room to improve the overall health of Leicestershire’s
population.
The table identifies a number of areas where Leicestershire can focus to improve health, e.g.
where the county results are worse than the national average, and where Leicestershire
performance is no different to the national average.
There are 4 indicators where Leicestershire has poor performance: GCSE achievement, incidence
of malignant melanoma, recorded diabetes and excess winter deaths. Across Leicestershire there
are other indicators where performance could be improved. Charnwood, Harborough, Hinckley and
Bosworth and North West Leicestershire have 3 indicators each where performance is worse than
the national average.
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Life expectancy and
causes of death

Disease and poor
health

Adults
health and
lifestyle

Childrens and
young
peoples
health

Our
Communities
1
0
-1

1 Deprivation
2 Children in poverty (under 16s)
3 Statutory homelessness
4 GCSE achievement (5 A*-C inc Eng & Maths)
5 Violent crime (violent offences)
6 Long term unemployment
7 Smoking status at time of delivery
8 Breast feeding initiation
9 Obese children (year 6)
10 Alcohol-specific hospital stays (under 18)
11 Under 18 conceptions
12 Smoking prevalence
13 Percentage of physically active adults
14 Obese adults
15 Excess weight in adults
16 Incidence of malignant melanoma
17 Hospital stays for self harm
18 Hospital stays for alcohol related harm
19 Drug misuse
20 Recorded diabetes
21 Incidence of TB
22 Acute sexually transmitted infections
23 Hip fracture in 65s and over
24 Excess winter deaths (three year)
25 Life expectancy at birth (Male)
26 Life expectancy at birth (Female)
27 Infant mortality
28 Smoking related deaths
29 Suicide rate
30 Under 75 mortality rate: cardiovascular
31 Under 75 mortality rate: cancer
32 Killed and seriously injured on roads

↓

↑
↑

Leicestershire
CC

North West
Leicestershire

Oadby and
Wigston

Melton

Hinckley and
Bosworth

Harborough

Charnwood

Blaby

Table 1: 2014 Health Profile Summary

↑
↓

↓

↑

↓

↓

↓

↓

↓

↓
↓

↓

↓

↑
↑

↓

↑

↓

↓

↑

Significantly better than England average
Not significantly different from England average
Significantly worse than England average
No significance can be calculated or data not available
No comparison available from 2013 (either new indicator, change in definition, or comparison not possible for technical
reasons)

↓
↑

Rag rating has moved from green to amber or amber to red ie performance is not as good as 2013
Rag rating has moved from red to amber or amber to green ie perfomance has improved from 2013
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Burden of disease in the Leicestershire population
With ageing, there is a continuing shift in the pattern of disease towards long-term conditions, as
illustrated below, with reference to national data. As people age, the prevalence of disability
including long term health conditions increases:
Prevalence of disability and long term conditions

Source – Family Resources Survey, 2011/12
The 2012-13 Quality and Outcomes Framework Data collected by GPs gives a good indication of
the numbers of patients that GPs are seeing with long term conditions. In Leicestershire there
were:
•

93,845 people on GP hypertension registers, 14.4% of the total population. This is significantly
higher than the England prevalence of 13.7%.

•

39,817 people on GP asthma registers, 6.1% of the total population. This is significantly higher
than the England prevalence of 6.0%.

•

38,324 people on GP depression registers, 7.3% of the population aged 18 years and over.
This is significantly higher than the England prevalence of 5.8%.

•

33,140 people on GP diabetes registers, 6.3% of the population aged 17 years and over. This
is significantly higher than the England prevalence of 6.0%.

•

21,265 people on GP coronary heart disease registers, 3.26% of the total population. This is
significantly lower than the England prevalence of 3.34%.

•

20,049 people on GP hypothyroidism registers, 3.1% of the total population. This is significantly
lower than the England prevalence of 3.2%.

•

13,642 people on GP cancer registers, 2.1% of the total population. This is significantly higher
than the England prevalence of 1.9%.

•

10,843 people on GP stroke or transient ischaemic attacks registers, 1.66% of the total
population. This is significantly lower than the England prevalence of 1.7%.

•

10,476 people on GP COPD registers, 1.6% of the total population. This is significantly lower
than the England prevalence of 1.7%.
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Risk Stratification and Population Segmentation
In line with the BCF guidance we have undertaken some further population segmentation
analysis with the support of the Greater East Midlands Commissioning Unit5. This serves as a
precursor to the more systematic development of this approach which is reliant on changes to
local information sharing agreements.
This analysis has been developed to show segmentation of Leicestershire’s population by age
and condition, and the proportion of health spend on the categories presented.
(the slide shown below is illustrative of how this analysis will be presented segmenting the
population by age and conditions - the local data is currently processed by GEM CSU for each
BCF plan in LLR)

Insert key findings (2-3 bullets) from the Leicestershire population segmentation diagram
This analysis supports support Leicestershire’s prioritisation of BCF interventions associated with
those with multiple long term conditions and/or the frail elderly.

5

Further details on the local approach to risks stratification can be found on p.xx
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Leicester, Leicestershire and Rutland 5 Year Plan – Better Care Together:
As introduced on page 7, In June 2014, the LLR wide programme “Better Care Together”
published an overarching strategic case for change to inform the priorities that should be
addressed in the health and care economy over the next 5 years.
This has been co-produced across the health and social care system, including via public
engagement, as is illustrated the quadrant diagram below:

Analysis and Modelling which supports the LLR Case For Change
The work to develop the Better Care Together five year strategy has involved analysing the
population needs and challenges in LLR resulting in eight main service pathways where work will
be focused. The 5 year plan sets out:
•
•

The main changes that are needed to these service models
How care will need to shift across settings in the future.

Across LLR, an integrated Long Term System Model has been constructed for the Better Care
Together Programme which describes and measures how the system challenges will be
addressed.
This models the impact of actions/ interventions to improve the quality of services provided to
patients and/or improve the financial value of services without quality being compromised.
The model has been constructed as an integrated tool based on a shared set of planning
assumptions, which are mirrored in the individual plans of constituent organisations.
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The model factors in the financial assumptions of all partners across health and social care
economy and illustrates the impact of proposed changes on activity and costs across the system
including the impact of:
•
•
•
•

Implementing new models of care
Shifting care between settings
Planned efficiency programmes
Planned investments across health and social care including those linked to the BCF.

The matrix below shows the eight service pathways and six settings of care being addressed by
the LLR five year strategy.

How does the Leicestershire BCF plan respond to the 5 year Plan Case for Change
By examining local health needs, the current utilisation of health and care services by segmented
populations, and our progress to date we have a clear case for change and have identified the
key challenges we need to address to create a sustainable health and care system which shifts
more care outside of the acute sector in the future.
The increasing needs of our ageing population mean that we need to invest rapidly in stronger
community and primary care services, with one of the most pressing issues the provision of clear,
consistent and robust alternatives to hospital care, especially when urgent care is needed.
This objective is reflected in all 3 BCF plans across the LLR area and we are working together to
achieve this in conjunction with the Better Care Together programme for LLR.
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The table below show how each theme within the Leicestershire BCF maps to the workstreams
and settings of care shown in the BCT matrix on page xx
Leicestershire BCF Plan Theme

BCT Matrix

1: Unified Prevention Offer

Self-Care, Education and Prevention

2: Integrated, Proactive Care for People with
Long Term Conditions

Long Term Conditions
Community and Social Care services
Transformed Primary care

3: Integrated Urgent Response

Urgent Care
Crisis Response
Community and Social Care services
Transformed Primary care
Frail Older People

4: Hospital Discharge and Reablement

Acute hospital based services
Reablement and Discharge
Community and Social Care Services

The Leicestershire BCF plan will deliver
specific changes in five of the BCT settings
of care

The Leicestershire BCF plan will deliver
specific changes in three of the BCT models
of care

•
•
•
•
•

Self-care, education and prevention
Community and social care services
Crisis response, reablement and
discharge
Transformed Primary Care
Acute hospital based services

•
•
•

Frail Older People
Urgent Care
Long Term Conditions

The following sections provide an overview the 4 themes of the Leicestershire BCF
Plan and the case for change underpinning each theme.
Further detail on each BCF component scheme is given in the required format in
Annex 1.
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SELF-CARE EDUCATION AND PREVENTION IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 1: UNIFIED PREVENTION OFFER
The case for change
Intervening early can have a major impact on the health and wellbeing of individuals, and can
prevent or reduce the need for more costly care later on.
The LLR five year strategy places self-care and prevention at the heart of the care system with
models of care designed to:
•
•
•

Support people to live well and cope well
Promote health wellbeing, and independence
Reduce the need for traditional health and care services where possible.

In Leicestershire, prevention is a central strand of our Joint Health and Wellbeing Strategy, and
form the base of our local delivery model per the care pyramid on p14.
It is also an area where we believe collaboration is essential to achieving successful outcomes
and a greater quality of life for the citizens in Leicestershire and to achieve the best value for
money for the Leicestershire pound across agencies.
Historically commissioning for prevention is fragmented across the health and care system in
Leicestershire and self-care interventions are not systematically embedded in commissioning
specifications and models of care. The offer to the public in terms of how to access this kind of
support, whether from statutory and non-statutory agencies, can also be unclear and inconsistent
across Leicestershire’s communities.
We have considered evidence from other areas of the country where prevention is more targeted,
consolidated and cost effective and we can see many opportunities to achieve these benefits in
Leicestershire. For example we have examined the evidence from Derby and Thurrock and the
benefits they have realised from adopting local area coordination.
By investing in the bottom tier of the care pyramid as a priority we will also provide the necessary
infrastructure for other elements of the BCF plan and LLR five year plan to function effectively in
the medium term, so our priorities in this part of the BCF plan are absolutely crucial to achieving
our overall vision of health and care integration.
Desired outcomes:
We want people and communities to:
•

Be able to access a range of support early, through social and community networks;

•

Be empowered to take control of their health and wellbeing;

•

Live healthier and independent lives;

•

Maintain their independence within their community for longer;

•

Place less reliance on statutory support.
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BCF Plan Response to the Self Care, Education and Prevention Case for Change
Given the above case for change and desired outcomes, partners in Leicestershire have
committed to creating a new, targeted unified prevention offer for Leicestershire’s communities,
with joint commissioning for joint outcomes.

By 2018 we aim to have a comprehensive offer for community based prevention for the
citizens of Leicestershire, funded by bringing together all the resources available to Local
Councils and NHS partners
By investing in prevention we expect to see a reduction in the number of people accessing
services in crisis or inappropriately and when people have a need for a health or care
intervention that they can quickly return to their optimum independence within a supportive
community.
Our vision for unified prevention is underpinned by the introduction of Local Area
Coordination and Leicestershire County Council’s new Communities Strategy6 both of which
focus on building community capacity to help more people help themselves by taking a more
active involvement in their quality of life, and using more of what’s on offer locally to do so.
BCF Theme 1
To be achieved by:

Unified Prevention Offer
•
•
•
•
•
•

To be measured by:

•
•
•
•
•
•
•
•

•
•

Consolidating existing preventative services
Enhancing carer assessments and carer health and
wellbeing services
Introducing a new integrated housing offer
Introducing Local Area Coordination
Developing a business case based on our vision for a new
unified prevention offer across agencies
The implementation of the Leicestershire County Council
Communities Strategy
More First Contact Scheme referrals
More people reporting feeling supported in the management
of their long term condition
More people actively involved in planning their care
More carers taking up local authority assessments
More carers taking up the GP based health and wellbeing
service
A new cohort of people benefiting from local area
coordination (using outcome star)
Less people being permanently admitted to residential and
nursing care
Housing offer KPIs (per the business case - to include
reductions in mental health delayed discharged, reducing
emergency admissions due to absence of housing related
support, user experience)
Reduction in injuries due to falls
Assistive technology take up

6
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Implementation of the Unified Prevention Offer
The development of the unified prevention offer is being addressed in a phased approach, with
the following elements prioritised as the initial building blocks.
•
•
•
•

UPO1/7 Consolidation and protection of existing prevention services
UPO 2 Extension of Carer Services
UPO3 Introduction of Local Areas Coordination
UPO6 Introduction of a new Integrated Housing Offer

Detailed analysis of these components and their supporting evidence base can be
found in Annex 1
The associated investments, benefits and metrics analysis can be found in BCF
Template 2.
The key milestones for these developments can be found in Section 4 of BCF Template
1, supported by the detailed Programme Plan at Appendix E.
There are two further areas of development which are currently at scoping stage
•
•

UPO Scoping 1 Joint LLR Falls Prevention Pathway
UPO Scoping 2 Business Case for the Leicestershire’s Unified Prevention Offer

The following information is provided in support of these developments
UPO Scoping 1: Falls Prevention: An LLR Wide Approach
Across LLR, in keeping with the five year strategy, an integrated Falls Prevention approach is
being developed.
There are two strands to this work.
•

•

The first concentrates on the crisis response to a fall (see BCF Theme 3 Integrated
Urgent Response on p.45 where we are implementing a hospital admissions avoidance
scheme)
The second focuses on medium term prevention which is part of the integrated unified
prevention offer. This development will be progressed within the workstreams of the LLR
5 year plan and the BCF plan will reflect the local response and milestones for
Leicestershire in due course.

Through First Contact, Local Area Coordination and housing routes we will prioritise interventions
that prevent harm due to falls in the home.
Our locality based health and social care teams will identify and work with those who have had a
previous fall as an at risk group, for whom additional case management and support may be
needed.
UPO Scoping 2: Business case for new Unified Prevention Offer
Based on the early consolidation and phasing in of the new developments noted above we will
then move towards a new unified and consolidated offer by 2018 by:
• Understanding all the prevention services and resources currently available from all
partners;
• Examining the evidence further in terms of proven interventions elsewhere;
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•

•

Ensuring we can achieve even greater integration of the prevention offer e.g. with primary
prevention, for those who present at the emergency department, or in crisis, so that where
applicable citizens can be diverted to appropriate community based support, linking with
the other priorities and care pathways in the BCF plan;
Agreeing how the model needs to adapt to become a fully integrated unified offer across
Leicestershire Communities.

A business case will be produced in 2015/16 to shape this new offer and test the financial
assumptions for the future.
Mapping BCF Unified Prevention Schemes to BCF Metrics and Benefits Realisation
Summary Table BCF Theme 1: Unified Prevention Offer
Code

Scheme Name

Investment
2014/15
£’000
159

Investment
2015/16
£’000
162

UPO1

First Contact

UPO2

Carers Service (Expanded)

668

1,091

UPO3

114

208

UPO4

Improving Community Based
Prevention through Local
Area Coordination (NEW)
Autism Pathway

163

95

UPO5

Assistive Technology

1,564

1,385

UPO6

Integrated Housing Offer
(NEW)

172

1,739

UPO7

Protected Prevention
Services

743

1,586

3,583

6,266

Total

Metric Symbols

Template 2 shows associated financial benefits for the following scheme(s).
Code

Scheme Name

UPO3

Improving Community Based
Prevention through Local
Area Coordination

Investment
2014/15
114

Investment
2015/16
208

Metric Symbols

The Integrated Housing Offer business case will also contain a detailed benefits analysis
linked to improved hospital discharge arrangements - due for completion in October 2014.
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LONG TERM CONDITIONS IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 2: INTEGRATED, PROACTIVE CARE
FOR PEOPLE WITH LONG TERM CONDITIONS
Case for change
Our rationale for changing the way care is delivered across LLR over the five year period for
people with long term conditions (LTCs) is based on the following challenges:
•
•
•
•

There will be an increasing number of people with LTCs /multiple LTCs over the next 10
years.
There is a high level of health inequality between different areas of LLR leading to
different outcomes for people with long term conditions.
We need to work to increase screening and prevention for LTCs in response to current
low detection rate for LTCs and some cancers.
Too many people are being admitted for conditions that could be treated outside of
hospital – we need to improve ambulatory care in support of these conditions and provide
more integrated proactive care for this group of people.

Desired outcomes
The outcomes we are seeking to achieve across LLR over the five year period are as follows:
• Increased number of care plans.
• Increased numbers of people on disease registers
• More people reporting higher personal resilience and support for self-management
• More people with LTCs supported by telehealth and telecare services
• A reduced number of admission and readmission associated with LTCs
• Shorter inpatient stays for LTCs across LTC and Frail Older People. This would equate to
a reduction of 30% of bed days with continued length of stay greater than 15 days
• Reduction in dependency on access to care in acute settings for people with LTCs.
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BCF Plan Response to the Long Term Conditions Case for Change
Theme 2 in Leicestershire’s BCF plan focuses on providing proactive, integrated care for those
with Long Term Conditions, including targeted case management.

By 2018 we aim to have integrated health and care teams in each locality using shared
records and delivering integrated case management to the LTC caseload.
By investing in integrated, proactive care we expect to enhance the whole system of care for
patients with Long Term Conditions in Leicestershire, to improve independence and choice,
and avoid unnecessary acute care episodes on a 24/7 basis.
Our vision is underpinned by a number of enablers including locality based integrated health
and care teams, improved urgent care pathways, case management for the over 75s, primary
care 7 day services and several critical information management and technology
developments.

BCF Theme 2

Long Term Conditions (LTC)

To be achieved by:

•
•
•
•
•
•
•

To be measured by:

•
•
•
•
•
•
•

Risk stratification of GP practice populations
Extending the risk stratification tools/ analysis to align social
care and public health data
Case management by an accountable professional for those
with complex needs and/or the over 75s
Integrated health and care Locality Teams working together to
maintain independence in the community
Improved community based information, advice and support
through the unified prevention offer (BCF Theme 1)
New integrated urgent response services when care needs
escalate (BCF Theme 3)
Improved discharge planning (BCF Theme 4)
Reducing the total overall number of admissions to hospital.
Contribution to bed capacity reductions in the acute sector
Numbers of people with an accountable lead professional
Numbers of people with active case management
Numbers of people with care plans
Numbers of people on LTC registers
User Experience – especially with regard to how supported
and involved people feel in managing their LTC(s) to be tested
through the GP survey (BCF patient experience metric)
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Implementation
LTC 1/LTC4/LTC 5 – Leicestershire’s Model of Integrated Proactive Care for People with LTCs
Both local Clinical Commissioning Groups in the County have developed effective models of care
to support people with long term conditions to maintain the maximum level of independence and
self-care possible. This involves risk stratification and care planning, with primary and community
based support planned around the patient, carer and family. Risk stratification identifies those
individuals most at risk of being admitted to hospital or those who are likely to experience a
health crisis.
A proactive, integrated approach is followed where the individual and the health and care team
work together to agree the support needed to manage their condition and identify the specific
help they need. The engagement with the individual is ongoing and ensures the health risk is kept
at bay while supporting the individual to self-manage their condition.
Care plans “step up” care when needed to support through a period of crisis or increased need
and “step down” care when the person stabilises or needs decrease.
The model is in its fourth year of delivery and has been successfully developed through the
creation of “Virtual Wards.” These are a caseload of patients in the community whose care is
managed by locality based teams working with General Practice as an integrated service, using
the established community and social care resources within each locality.
Further integration of pathways, data, records, technology and, where appropriate, services, are
the key to improving our local service offer to patients with Long Term Conditions and we have
identified several schemes in support of this within our BCF plan.
Releasing time for primary care to undertake a co-ordinated multidisciplinary approach to patient
care is also a key enabler to improved system management of patients that are complex and
have multiple health and social care issues.
In order to transform primary care services and respond to the challenge of case management of
patients over 75s, CCGs are further developing their plans to enable primary care to proactively
manage patients with multiple morbidities and those that are at the end of their lives.
This includes moving towards appropriate access to primary care on a seven day a week basis.
The early implementers of 7 day services in primary care in Leicestershire will specifically
evaluate the impact on patients with LTCs in 2014/15.
As part of the provision within the plan to protect adult social care services we have identified
protection of care packages for those with LTCs as an essential part of the system wide shift of
care away from the acute sector in favour of supporting people to maintain their independence for
as long as possible.
Leicestershire County Council and Leicestershire Partnership Trust are currently undertaking joint
work to align their locality services. These include district nursing, therapy and other community
health services alongside local social care teams, in order to provide a coordinated care and
support service which delivers deliver seamless care to patients and service users. Key elements
of the model are:
•
•
•
•

•

Geographical alignment across primary care, community services and social care
A common model of delivery
Single care plans
Joint care pathways
Good relationships and communication
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•
•

Co-location where possible
Community Nursing and therapy teams structured to support planned and unplanned care
pathways.

The model has been based on the national voices and King’s Fund principles of effective
integrated care the model aims to reduce silo working and tackle the barriers that impact on the
service user experience of good quality integrated care and support.
(see also page 45, BCF Theme 3, and page 82, National Conditions: accountable lead
professional)
.

LTC 2(a) Implementation of NHS Number and Electronic Shared Records
The implementation of electronic care plans and shared care records is being undertaken through
collaborative working with the LLR Information Management and Technology (IM&T) Steering
Group.
The milestones for the implementation of the NHS number are as follows:
•

Sept 2014 – the NHS number loader will be installed on the adult social care (IAS) system
and the connection to the Health and Social Care Information Centre’s data matching
service will be enabled

•

Oct 2014 – a full extract will be performed for current service users including those with an
existing NHS number, as a one off initiation exercise.

•

Nov 2014 onwards – a routine process will be implemented, with handover from the
strategic information and technology group into business as usual in adult social care; this
will be supported by a technical solution to enable a regular batch update to be
performed.

The Primary Care Records Sharing Project (Phase One) looks at enabling a view of the GP
patient record to local health providers who have appropriate authorisation and permission within
the LLR Health Economy.
This will enable better sharing of information between Primary Care into Secondary Care and will
support both TPP SystmOne and EMIS Web. It is envisaged that Phase One will be delivered
within a 12 month period from approval of funding. Phase 2 will entail further integration including
with adult social care.
A business case has been produced and is expected to be approved by the end of September
2014.
An application has been made to the national Integrated Digital Care Fund for further funding to
accelerate phase 2 of the project and the outcome of this bid should be known by October 2014
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LTC 2(b) Enhancing Risk Stratification and Patient Segmentation (Enabler)
Current information sharing agreements across Leicester, Leicestershire and Rutland do not
permit the use of aggregated practice data at population level for secondary purposes, and this
presents a barrier in being able to progress the risk stratification and population segmentation
analysis recommended in the latest BCF guidance.
For the purposes of the BCF resubmission, we have undertaken some initial population
segmentation analysis with the support of the Greater East Midlands Commissioning Unit.
This has been developed to show segmentation by age and condition in support of the case for
change for BCF interventions with respect to frail older people and those with long term
conditions. This analysis is shown on p 28.
The LLR Information Management and Technology programme board, (part of the governance
system for the LLR 5 year plan) is taking the lead with respect to the developments needed
locally to improve the data sharing, information management and technological platform for the
local health and care system. The status of the current information sharing agreements has
already been identified as a key issue to resolve.
An action plan is being developed to address this and will be designed to enable the approach
recommended in the BCF guidance to be developed in LLR and to become a routine part of
system wide analysis for the health and care economy in the medium term. The action plan will
include:
•

•

•

•

A proactive GP practice engagement plan across the primary care sector to promote the
need for the changes to the agreements and to work in a coordinated way to achieve this
across the whole unit of planning. This will need to be supported by all 3 CCGs, the local
Area Team (NHS England) and the Local Medical Committee (LMC).
A project plan with clear milestones and responsibilities to authorise new agreements and
implement the practical tools and reports needed to enable this data to be generated and
applied effectively in LLR, with governance via the LLR IM&T workstream
Briefings for all 3 Health and Wellbeing Boards about the rationale and scope of the work
to deliver an enhanced approach to risk stratification and population segmentation. This
will show how this supports not only the BCF related activities but also JSNA refresh
activities and the Joint Health and Wellbeing Strategy priority outcomes and workplans.
The action plan will also need to be be informed by:
o Examples of work and products in areas who have made early progress in this
work such as the work in progress in South Central Region Commissioning
Support Unit
o Imminent national regulatory changes affecting section 251 agreements and
related information governance matters.
o Related work in progress: e.g. business intelligence transformation within the
County Council including how public health intelligence is developing in
conjunction with other departments in areas such as unified prevention
o The engagement and advice of partner agencies and Information Governance (IG)
experts across LLR.

The plan of work will be designed to implement the approach outlined in the BCF guidance on an
LLR wide basis but it is recognised that for the majority of health and care economies this is
anticipated to take 6-12 months in the steps, illustrated in the diagram below on p.41:
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From a Leicestershire perspective we are already progressing the following actions which form
part of the enabling work associated with the BCF:
•

Public health will continue to work with the Greater East Midlands Commissioning Support
Unit to develop some initial specific reports on the health needs of the population of
Leicestershire using the GP held risk stratification data, allowing us to segment our
population by different levels of vulnerability, frailty and health and social care needs.

•

We will develop the applications of the risk stratification data to improve our
understanding of social care needs, with particular emphasis on BCF interventions, such
as frail older people and local area co-ordination.

•

We will explore the implications of incorporating social care data into the risk stratification
tool, allowing us to understand health and wellbeing needs better across the whole
pathway of care.

•

Dependencies are being identified between the Corporate wide business intelligence
programme within the County Council, (part of the Council’s transformation programme)
and the work to improve health and care integration - this includes the implications related
to NHS number adoption, integrated care records, the development of an integrated
single point of access, and the approach and tools needed in order to undertake
systematic population segmentation and risk stratification analysis.

•

Opportunities to consider other aspects of risk stratification and integration with other
intelligence sources are already being highlighted - examples are the Supporting
Leicestershire Families programme, other aspects of services for children and families
such as early help and youth offending services, domestic violence and the work on the
unified prevention offer including local area coordination

•

We have also engaged the National Centre of Excellence for Information Sharing which is
hosted by Leicestershire County Council at this early stage in order to influence national
developments and access national best practice to shape our approach.
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LTC 3 Improving Quality in Care Homes
Historically Leicestershire County Council has taken an integrated approach to contract
monitoring and improving quality in providers. This has been achieved through the work being
undertaken by compliance officers. Homes that were subject to an improvement plan or essential
actions have been offered support and advice when the need arose on an ad-hoc basis;
however, this support was limited due to limited resources.
It was recognised that a more proactive approach to quality improvement was required and to
support this shift, the department used resources transferred from the NHS to develop a team of
officers that work with providers of residential and nursing care services to support overall
improvements in the quality of services in Leicestershire.
The Quality Improvement Team was established in May 2012. By raising the quality of services
provided by residential and nursing care providers the expectation was that the Adults &
Communities department would see a reduction of instances of institutional safeguarding
investigations.
The diagram on the next page illustrates how partners are working towards an integrated model
to enhance the quality and delivery of care within care homes, bringing together the expertise and
intelligence from both NHS and LCC quality and contracting teams.
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Enhancing the quality and delivery of care within Care Homes

Hospital Avoidance through:
• Proactive Care: regular review, monitoring and
evaluation of care to avoid crisis
• Care planning, robust handover, and multidisciplinary team working

Focused Quality
Improvement through
collaborative working

Nursing Home Specialist
Support Service, GP Scheme
and Medicine Optimisation

•

•

•

Key training programmes:
• Falls prevention, Dementia care, EoL care and
Nutrition and Hydration-prevention of UTI

Leicestershire County
Council
Quality Improvement Team

Contract Quality Assurance GEM CSU CHC Team, LCC
Safeguarding and CQC

Key aspects of the model:
Effective communication
Sharing Information
Clarity and understanding of Roles
Shared Value for Quality Care
Patient Centred Care

Key Relationships
East Midlands
CARE Association
EMCARE

LLR QUALITY IMPROVEMENT FOR CARE HOMES
WLCCG QIPP is playing an important part in informing and developing the
Page and the Leicestershire Social Care Development Group- workforce and training programme
LLR CCG Care Home training programme
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Developing Capability of the Care Home
Workforce through:
• Education and training
• Development of Tools and Guidelines
• Provision of training packs/resource
• Use of Assistive Technologies
• Linking to Proactive Care

Triangulating data
(GEM CHC, LCC
Safeguarding, CQC)plus GP concerns to
identify specific homes
for improvement
Rapid Response to
patient safety concerns
and clinical
management issues
Standard setting and
compliance monitoring
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Detailed analysis of the components of the LTC theme of the BCF Plan along with the
supporting evidence base can be found in Annex 1
The associated investments, benefits and metrics analysis can be found in BCF Template
2.
The key milestones can be found in Section 4 of BCF Template 1, supported by the
detailed Programme Plan at Appendix E.
Mapping BCF Long Term Condition Schemes to Metrics and Benefits
Summary Table BCF Theme 1: Long Term Conditions
Code

Scheme Name

LTC1

LTC3

Integrated, Proactive Care
(Risk Stratification and Case
Management by accountable lead
professional)
IT Enabler – Adoption of NHS
Number
Improving Quality in Care Homes

LTC4

Protected LTC services

LTC2

Total

Investment
2014/15
£’000
1,000

Investment
2015/16
£’000
1,000

0

650

486

501

6,202

13,673

7,688

15,824

Metric Symbols

Enabler

Template 2 shows associated financial benefits for the following scheme(s).
Code

Scheme Name

LTC1

Integrated, Proactive Care
(Risk Stratification and Case
Management by accountable lead
professional)

Investment
2014/15
1,000
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Investment
2015/16
1,000

Metric Symbols
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URGENT CARE IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 3: INTEGRATED URGENT RESPONSE
Case for change:
Our rationale for changing the way urgent care is delivered across LLR over the five year period
is based on the following challenges:
Urgent Care Generally
• We are experiencing difficulty achieving national standards and ambitions, e.g.
maintaining the four hour A&E target and achieving overall reductions in acute sector
activity
• Existing urgent care settings are crowded and uncomfortable
• Navigating the urgent care system is complex and difficult and the varied alternatives to
A&E are confusing
• Urgent care services are not well connected to wider community health services/pathways
– for example the ambulance service is not always aware of elderly frail patients already
being case managed by community staff
Frail Older People Specifically
• The number of older people is forecast to rise
• Locally too many older people end up in hospital for too long – we need care to be
delivered in or close to home
• Too many people end up in services such as residential care instead of going back home
with the right changes made to that home to make it a safe environment – we need to
support people to be independent
• Not enough services are joined up to support physical and mental health and wellbeing
needs – we need to deliver integrated pathways
• We accept the international and national evidence that integrated care pathways are
needed to better support people with complex and multiple needs
Desired outcomes:
The outcomes we are seeking to achieve across LLR over the five year period are as follows:
Urgent Care System Generally
• National four hour target consistently met
• More people being treated in the right place – e.g. shift of 25% of A&E attendances
(minors) being seen in an urgent care setting rather than an A&E setting by 2018/19
• Improved patient experience e.g. through redevelopment of the A&E department,
feedback on satisfaction with alternative community based services
• Simpler urgent care system (for professionals as well as the general public)
• A 25% reduction in emergency department (ED) admissions for chronic diseases through
specific interventions for Frail Older People and those with Long Term Conditions
• Less time spent in hospital – 10% reduction in non-elective length of stay for those who
still need to be admitted
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Frail Older People Specifically
•
•
•
•
•
•
•
•
•

Improved independence and wellbeing amongst the frail and the elderly as measured by
fewer care home admissions
More older people with agreed and managed care plans
Fewer older people going into hospital – 15% reduction in admissions
Reduced delayed discharged and length of stay
A reduction in readmission rates
Increased dignity as evidenced through patient surveys
An increase in the number of people who die in a place of their own choosing
More older people with agreed and managed care plans
Hospital length of stay reduction for those aged 65+

Using the existing social care allocations and working with local community providers to change
models of care, Leicestershire County Council, East Leicestershire and Rutland CCG and West
Leicestershire CCG have made some good initial progress to integrate local community based
services across the health and care system, with the emphasis on:
•
•
•

Admission avoidance
Effective reablement, e.g. following illness or injury
Proactive and integrated management of patients with long term conditions

Initial progress has consisted of strengthening the range of interventions that are jointly offered to
support the urgent care system, and agreeing a shared approach to discharge which ensures that
the individual gets the right support to facilitate their recovery. Recent developments have
included:•
•
•
•
•

Locality based teams across Leicestershire and Rutland being configured around clusters
of GP practices,
More options for care in the community, including the introduction of intensive community
nursing support in the home
A new rapid response social care crisis service.
The addition of night care to the intensive community nursing (from September 2014)
The addition of therapy and Community Psychiatric Nurse support to discharge pathways

There is now greater clarity and ambition about how further integration could be achieved and a
pressing need to redesign services on an LLR wide basis so we can sustain the health and care
system in line with the LLR strategy.
The LLR 5 year strategy includes a target to reduce emergency department admissions by 25%.
This equates to 13 admissions per day, effective from Year 3 and a reduction of 25% in the A&E
conversion rate (to 17.5%).
The Leicestershire BCF plan will focus on two main components of work to support this:
1. Harmonise a number of separate, historical services operating across health and the local
authority into an integrated package for the future
2. Address some important remaining gaps in service which are negatively affecting the
urgent care system, in particular the ability of health and care partners in the community
to respond as one, rapidly, on a 24/7 basis.
.
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By 2018 we aim to have effective alternative urgent care pathways which reduce admissions
in line with the BCF target and 5 year plan trajectory.
By investing in integrated urgent care pathways
We expect to reduce the overall number of admissions and beds days due to falls, frailty and
short term care crises.
Our vision is underpinned by the further development of an integrated single point of access.
BCF Plan Response to the Urgent Care Case for Change
Theme 3 in Leicestershire’s BCF plan focuses on providing an integrated urgent response in the
community, with clear and effective alternatives to hospital admission.
BCF Theme 3

Integrated Urgent Response (IUR)

To be achieved by:

•
•

To be measured by:

•
•
•
•
•
•

Providing effective, targeted, integrated community based
alternatives for urgent care.
Targeted specifically to
o Emergency admissions due to falls
o Emergency admissions for frail older people
o Emergency admissions for those with LTCs
(see BCF Theme 2)
Reducing the total number of admissions to hospital.
Reducing the injuries and admissions due to falls.
Contribution to bed capacity reductions in the acute sector
Reducing the number of permanent admissions to residential
and nursing care
Reducing the number of admissions linked to social care
crises/carer breakdown
Improved user experience
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Implementation
IUR 1 - Integrated Crisis Response
Through HRG analysis, we have identified a proportion of hospital admissions in Leicestershire
that can be avoided if we can respond rapidly to crisis situations, such as sudden/temporary
changes in the levels of personal care needed at home. The aim of the Integrated Crisis
Response Service is therefore to provide effective short-term support at the point of crisis that will
help to maintain someone in their own home.
We have already piloted this approach within adult social care (which sits alongside the existing
community nursing service resources e.g. day time support) and have demonstrated the
effectiveness of this service in reducing admissions to hospital.
The approach is being extended with effect from September 2014 to include night nursing cover,
so a fully integrated health and care rapid response can be in place.
This means that the service will be able offer short term nursing care for those in crisis, (to avoid
admission to hospital or nursing home placement), while the crisis is resolved or a longer term
care plan can be arranged.
A trajectory has been developed to show the impact of the combined social care and nursing
interventions within IUR1 with effect from September 2014 and the impact of this has been
factored into the overall trajectory for reducing total emergency admissions by 3.5%.

IUR 2 - Rapid Assessment Older Persons Unit.
We have identified that the immediate capacity needed within this Unit is for approx.1800 older
people per year who may need rapid diagnosis, assessment and treatment due to their overall
condition changing/deteriorating, and where further investigations are likely to be needed to
establish the best course of action.
Usually GPs have to refer these people into hospital in order to evaluate their condition due to the
type of diagnostic tests this can involve and/or the need to access a specialist geriatric opinion.
This can have unintended consequences such as resulting in an admission, a longer hospital
stay that necessary and/or followed by difficulties/delays in discharging them back to their usual
place of residence, particularly if their care needs have changed.
Between April and June 2014 we analysed the options to improve this care pathway and
developed a business case based on our findings. As a result we have agreed to implement a
new community based rapid assessment service for older people.
A trajectory has been developed to show the impact of the new frail older person’s unit with effect
from October 2014 and the impact of this has been factored into the overall trajectory for reducing
total emergency admissions by 3.5%.
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IUR3 - Falls
We have identified that approximately 15,000 people in Leicestershire call EMAS as a result of a
fall each year. Approximately 7,000 of these calls result in a patient being conveyed to hospital
and approximately 2,000 are admitted as result of an injury due to a fall.
Our aim is to ensure we provide an integrated, seamless pathway across all settings of care, for
people who are at risk of a fall, or who have experienced one or more falls.
By working with East Midlands Ambulance Service and Leicestershire Partnership Trust we will
change the pathway of care for people who fall in Leicestershire and offer them a rapid response
in the community. This will assess the need for hospitalisation, and if this not required, offer any
treatment or follow up support that may be needed in their usual place of residence instead.
The expected level of non-conveyance is estimated to rise by 20% once the training for
paramedics has been undertaken and an increased capacity within the Single Point of Access
has been implemented. This is based on evidence from Northamptonshire, Derbyshire and
Nottinghamshire where the alternative pathway has already been successfully implemented.
From this data we have been able to estimate the number of emergency admissions that can be
avoided in Leicestershire to be approx. 338 admissions per annum.
A trajectory has been developed to show the impact of the falls service with effect from January
2014 and the impact of this has been factored into the overall trajectory for reducing total
emergency admissions by 3.5%.
IUR4a – 7 day services in Primary Care: West Leicestershire CCG
WLCCG has allocated funding of £180k to support early implementation of 7 day services though
a number of locality based pilots with effect from Q3/4 2014/15. This forms part of the CCG’s
investment of £5 per head of population to support practices in transforming the care of patients
aged 75 or older and reducing emergency admissions.
Analysis of local activity data shows that between March 2013 and February 2014 there were
17,523 A&E Attendances and 14,026 hospital admissions from West Leicestershire CCG patients
aged over 65 years. Nearly one fifth (19%) of admissions were due to sign and systems with no
formal diagnosis, followed by diseases of the circulatory system 16% and diseases of the
respiratory system 14%.
The four pilot schemes aim to develop a local and sustainable approach to seven day working for
primary medical care and test out models of care that meet the needs of our elderly and
vulnerable patients. Particular emphasis is placed on ensuring the pilots integrate with community
based care to avoid unnecessary admissions to hospital. The pilot schemes aim to:
•
•
•
•
•
•
•

Ensure seven day access to primary medical care services for patients identified at high
risk of admission to hospital particularly on a Saturday and Sunday.
Utilise registered patient lists and GP knowledge to identify appropriate patients.
Identify and target the most vulnerable through anticipatory care planning and proactive
review.
Provide greater continuity of care and adherence to care plans during weekend periods.
Support housebound patients offering medical care and assessment prior to the winter
Support for care homes and other institutions who are heavy users of OOH services
Be locally led by GPs who understand current pathways and able to integrate with existing
health and social care community based services

.
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IUR4b 7 Day Services in Primary Care; East Leicestershire and Rutland CCG
The BCF allocation for 2014/15 (£129k) to pilot the 7 Day services within one locality with effect
from October 2014.
The pilot area covers The Jubilee Practice, Syston, the County Practice, Syston, Long Clawson &
Latham House, Melton Mowbray incorporating 64,000+ patients which are all sited within East
Leicestershire and Rutland CCG.
In 2015/16 the £300k available will be used across the CCG to support the Urgent Care Hubs
(currently under procurement/tender).
The goal is to prevent unnecessary attendance and admission to the acute hospitals. The pilot
will work in conjunction with other healthcare professionals including community nurse teams,
pharmacists and the out of hours service.
A trajectory has been developed to show the impact of the seven day services approach in the
County on emergency admissions avoidance and the impact of this has been factored into the
overall trajectory for reducing total emergency admissions by 3.5%.
However it should be noted that the KPIs for this service will not be targeted solely to emergency
admissions avoidance
IUR 5
At the time of this submission, an additional admissions avoidance scheme is in the process of
being developed with University Hospitals of Leicester which will be targeted to cardio/respiratory
patients.

•

Detailed analysis of the components of the IUR theme of the BCF Plan along with
the supporting evidence base can be found in Annex 1

•

The associated investments, benefits and metrics analysis can be found in BCF
Template 2.

•

The key milestones can be found in Section 4 of BCF Template 1, supported by the
detailed Programme Plan at Appendix E.
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Mapping BCF Integrated Urgent Response Schemes to Metrics and Benefits
The interventions within this theme of the BCF are targeted primarily to a reduction in total
emergency admissions per national metric 4
Integrated Urgent Response: list of Schemes
Code Scheme Name
Investment
2014/15
£’000
IUR1
Integrated Health and Care
1,271
Crisis Response (ICRS)
IUR2

Rapid Assessment Older
Persons Unit

IUR3

Investment
2015/16
£’000
2,000

1,000

2,000

Rapid Response Falls Service

120

30

IUR4

7 day services in Primary Care

300

750

IUR 5

Glenfield Hospital Admission
Avoidance

37

150

2,728

4,930

Total

Metric Symbols

•

We have calculated that the individual component schemes will contribute to an overall
reduction of 1911 emergency admissions in 2015/16 as follows
o IUR 1 (Crisis response)
425 admissions
o IUR 2 (Older persons assessment)
871 admissions
o IUR3 (Falls response)
338 admissions
o IUR4a &b (7 day services primary care)
277 admissions
(**** trajectory for EL&RCCG being
finalised)
o IUR 5 (Glenfield Admissions Avoidance)
(trajectory being finalised)***

•

1911 emergency admissions represents a 3.5% reduction for Leicestershire County,
compared with the 2013/14 baseline and this is the element of the BCF that is subject to pay
for performance.

•

Avoiding 1911 emergency will a contribute to the overall planned reduction of 100 beds at
University Hospitals of Leicester during 2015/16 which will be achieved by a combination of
reduction in total emergency admissions and reducing length of stay through improved
hospital discharge planning and simplifying discharge pathways – see BCF Theme 4 below.
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LENGTH OF STAY, HOSPITAL DISCHARGE AND REABLEMENT
IN LEICESTERSHIRE:
THE CASE FOR CHANGE AND THE BCF RESPONSE

BCF THEME 4: HOSPITAL DISCHARGE AND REABLEMENT
Case for Change
Better Care/Better Value national benchmarks show that University Hospitals of Leicester (UHL)
is currently ranked 73 in terms of performance on length of stay and there is a £3.8m opportunity
to the health economy if this moved into the top quartile of performance nationally.
Length of stay (LOS) has continued to rise in LLR with an increase of 19% in the last financial
year for patients staying 11 days or more, with the majority of these patients aged over 65. A LOS
of 15 days or more is detrimental to frail older people in terms of:
• Increasing their levels of dependency while in hospital;
• Reducing their potential to return to their usual place of residence;
• Reducing their potential to maintain their previous baseline of functioning.
During 2014/15 University Hospitals of Leicester commissioned Dr Ian Sturgess to review the
overall performance of the urgent care system including the barriers to discharge both within and
outside of the acute trust. He has presented evidence from other health and care economies
nationally and internationally which have reduced LOS for frail and older patients and reduced the
consequential longer term demand on health and care system as a result7.
The LLR system is seeking to mirror the results achieved in other health and care economies
though the reconfiguration of services and activity shifts associated with the LLR five year plan.
Dr Sturgess’ findings and recommendations have been incorporated into the LLR five year plan
workstreams for Urgent Care and Frail Older People, as well as into UHL’s internal
transformation programme where changes to clinical culture and practice are taking place to
focus clinical care on preventing admissions and reducing LOS.
The Leicestershire Integration Executive has also received the findings from Dr Sturgess’ as part
of the impact assessment undertaken across the BCF interventions for 2014/15 and 2015/16,
where we have been considering the interventions that will have the greatest impact on reducing
delayed discharges and avoiding emergency admissions.
The local health and care economy’s performance on delayed bed days and delayed transfers of
care has also been a significant barrier to reducing LOS and performance in 2014/15 has
deteriorated. Reducing delayed bed days is one of the national metrics for the BCF and our BCF
local plan is therefore responding to this challenge.
UHL have also identified (per overall planning assumptions aligned to the LLR Better Care
Together Programme) that up to 450 beds could be reduced in the acute sector over a five year
period if the health and care economy’s performance on rates of admissions, discharge
processes and LOS is improved. This will involve a number of changes spanning both elective
and non-elective care across the eight workstreams of the LLR five year plan. A proportion of this
change requires a shift of a targeted proportion of this activity into community based settings,
including patients’ own homes.
7

Refer to Ian Sturgess evidence base
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The diagram below, from the LLR five year plan shows where up to 250 beds worth of acute
activity could be transitioned, primarily via Leicestershire Partnership Trust (the local NHS
community and mental health provider) and social care providers, with a significant proportion
replaced by alternative (non-bedded) pathways of care.
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The Discharge Pathways diagram below shows the emerging proposals for simplifying discharge
routes from the local NHS acute and community Trusts to enable the shift, as part of the redesign
of the local health and care.
This will reduce the acute care capacity and streamline the quality and experience of discharge
for both patients/carers/families and the health and care professionals receiving patients back
into the community.
The BCF plan interventions have been developed in support of these revised pathways.

Desired Outcomes
The LLR five year plan seeks to significantly improve LOS reduce delayed discharges across all
settings of care, and simplify the discharge routes within the health and care economy.
• It is anticipated that by October 2014 a trajectory for improving LOS performance will be
agreed as part of the urgent care and frail older people workstreams of the LLR five year
plan which will aim to reduce by 30% the number of people aged 65+with a LOS of 15
days or more.
• The discharge pathways from the acute trust will be simplified to five clear routes with
system performance including (delayed discharges) measured against these routes, by
setting of care.
• The number of delayed bed days will be significantly reduced.
• Patient and carer experience of integrated care at the point of discharge will improve.
• GP satisfaction with discharge arrangements will improve.
• More people will benefit from targeted reablement on discharge.
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BCF Plan Response Hospital Discharge and Reablement Case for Change
Theme 4 in Leicestershire’s BCF plan focuses on reducing LOS, improving Hospital Discharge
and providing integrated targeted reablement to maintain people in the community for as long as
possible.
By 2018 we aim to have integrated, effective hospital discharge and reablement services
which reduce length stay in hospital and reduce hospital bed days in line with the BCF metric
and LLR 5 year plan trajectory.
By investing in outcome focused hospital discharge and reablement services we will promote
recovery and independence and reduce/delay the number of permanent admissions to
nursing and residential care.
Our vision is underpinned by assertive in reach, improved housing support, the safe transfer
minimum data set and our new programme of joint commissioning for reablement and
domiciliary care (Help to live at Home)

BCF Theme 4

Hospital Discharge and Reablement

To be achieved by:

•
•
•
•
•
•
•
•
•

To be measured by:

•
•
•
•
•

Integrated reablement teams in localities
Expansion and further integration of single point of access to
support integrated locality teams
In reach services to reduce LOS and support hospital
discharge for frail older people
Improved housing support and expertise to discharge– both in
the general acute sector and mental health acute sector
Hospital to h
ome support for vulnerable groups
Implementation of the minimum safe data set for hospital
discharge
New jointly commissioned reablement and domiciliary care
services, with improved focus on outcomes
Improvements to the capacity and capability of the local
domiciliary care market in Leicestershire (market development)
Reductions in LOS
Reductions in delayed bed days
Increased number of people at home 91 days after discharge
into reablement services
User Experience - measures from CQC inpatient survey and
ASC survey relating to hospital discharge and independence
System resilience plan (winter planning) metrics
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Implementation
Over the last 18 months there have been significant investments in a number of joint initiatives
across the County such as strengthening hospital discharge through in reach. The BCF plan
builds on this progress, focusing the system as a whole on avoiding admissions and reversing the
upward trend in lengths of stay. A number of existing interventions will continue, along with
additional investment being targeted from several sources:
•
•
•

BCF plan pooled budget
System Resilience and Winter Planning resources
Other external sources of transformation monies

The focus on the BCF plan will be on the following interventions in support of the LLR five year
plan:
Assertive In Reach
There is a highly skilled existing workforce of primary care coordinators who supply this service.
Their work is particularly focused on accident and emergency and associated admissions units at
UHL. However it has not been possible to achieve in reach into all base wards within University
Hospitals of Leicester to date, due to a number of operational and cultural barriers.
As part of the impact assessment for the BCF partners reviewed the barriers to this service to
identify:
•
•

How the impact of this service could be extended fully into UHL from an operational
perspective;
Quantifying the additional impact this could generate on improving discharge and
reducing LOS.

Partners have therefore agreed the following:
•

The service will be initially extended to support the transfer of patients from Ward 2 to
demonstrate how the service can operate effectively on base wards.

•

Extending resource into the base wards should not be to the detriment of the impact
achieved for emergency admissions and the resource allocation will be adjusted using the
BCF budget to enable this to happen.

•

UHL will invest internally in cultural change to ensure the work of the primary care
coordinators is viewed as an essential part of the ward team and a key enabler to
discharge in every ward.

•

A trajectory will be developed to show the impact of this service on reducing LOS and
delayed bed days in conjunction with the LLR 5 year plan. (The LOS target currently
within the 5 year plan is to reduce by 30% the bed days with continued length of stay
greater than 15 days).
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HDR 4 Minimum Safe Data Set
During 2013/14 clinical, therapeutic and social care partners worked together to agree a minimum
data set to enable the safe transfer of patients between care settings. Partners are now in the
process of evaluating the best local technological solution for implementing the transfer of the
data set and there are a number of options to consider with good clinical engagement across
local providers.
Where similar data sets and technology have been introduced in other health economies a three
day reduction in processing time for discharging older adults has been evidenced, and it has
smoothed transitions generally across health and social care boundaries. As such this is an
essential enabler to achieve our vision of health and care integration and support delivery of the
LLR five year plan.
Some technological solutions can provide additional benefits such as a risk algorithm that allows
clinicians to select another service option if there is insufficient capacity in the identified service,
or if they feel that the particular circumstances of the patient warrant a different service offer. This
will provide additional intelligence for commissioners when considering future service models.
The Integration Executive will be receiving the outcome of the options appraisal in the autumn of
2014/15 with a view to the preferred solution being implemented within this financial year.
Resources are already identified in the BCF plan in this financial year. Pending the options
appraisal the Integration Executive will also consider if additional resources will be needed either
in year and/or into 2015/16, especially if a phased implementation is needed to enhance any
aspects of functionality between systems.
Further Consolidation and Integration of Community Based Health and Care Services
Further integration of community services forms an essential part of the plan to avoid admissions
and support effective discharge and reablement.
The existing services that are in the process of being consolidated are:
o Intermediate care
o Single point of access
o Intensive community support (including night cover)
o Reablement (Health)
o Reablement (Social Care).
Service specifications will be redeveloped to focus broadly on two main streams of work
•

Care that is unable to be scheduled defined as urgent/non routine (e.g. integrated crisis
response services that may respond within two hours to one working day and may be
accessed for up to three days)

•

Care which is able to scheduled defined as routine/rapid (e.g. a streamlined virtual
ward/proactive care specification which will be common to all three CCGs in LLR, nondischarge related reablement).
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As a result of these changes the rapid response services outlined in Theme 3 will be enabled and
a number of other benefits will also be realised as follows:
•
•
•

•
•
•
•
•

There will be improvements for patients, carers and families in their experience of care,
including care planning and coordination.
There will be process efficiencies in referral times and choices – by providing the acute
Trust with a single discharge service.
There will be process efficiencies in referral times and choices – by providing GP’s, social
care and community health services with a single service to avoid unnecessary acute
admissions.
We will be able to release savings as part of the overall LLR cost efficiencies.
There will be savings in duplications between teams and inter-team referrals.
There will be workforce improvements and broader skills training within the integrated
team.
There will be improvements to the coordination of care and the ability to provide more
flexible care to suit the changing risks and needs of individuals.
There will be improvements to records and data sharing for the integrated team.

HDR7 Developing the Single Point of Access
To ensure community based pathways can be navigated and utilised effectively, the further
development of a community based Single Point of Access (SPA) is critical. The SPA provides a
central resource for hospital discharge, rapid response urgent care in the community and
coordinating integrated reablement services in the community.
A staged approach is being taken to developing the SPA so that it can adapt both in terms of
capability and capacity to become an integrated hub for Leicestershire’s health and care system
in the future.
The initial stages shown below are already underway, but a business case will be scoped and
developed to cover stages three and four leading into 2015/16.

•

Stage 1: Initial investment/developments are focused on improving the capacity of the
SPA to respond to the new integrated urgent response services. These include investing
in improved navigation and associated standard operating procedures. These
developments are targeted to come on line for the Winter of 2014 with an investment of
£180k from winter planning monies.

•

Stage 2: Improved capacity to response to EMAS pathways - Investment of £90k already
identified.

•

Stage 3: (subject to business case in 2015/16) Extend the scope of the SPA to be able to
allocate resource and operate capacity management with live scheduling of activities –
this will require a number of IT and operational enhancements, and will be implemented
with a view to alignment with Leicestershire County Council’s adult social care customer
services centre, in stage four

•

Stage 4: (subject to business case in 2015/16) Options appraisal for integration with
Leicestershire County Council customer services centre
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Integrated Commissioning for Domiciliary Care and Reablement
There are 3 phases to this work within our BCF plan
Phase 1: Multidisciplinary Review Team for Care Packages
Aim: Improved utilisation of the independent sector home care market, increasing capacity. This
will be achieved by the recruitment for the MDT reviewers by November 2014 to carry out the
following:
•

Additional scrutiny of care packages at the point of discharge by Leicestershire County
Council’s Customer Service Centre to ensure that a patient is safely discharged with the
appropriate level of support according to need.

•

Patients are reviewed between 1 and 2 weeks after returning home with a view to
reducing packages of care where appropriate. This is the optimum time to review, when a
service user’s health is stabilising and informal support networks, for example
family/friends, has been arranged.

•

Where service users have previously been discharged from hospital and their support
package has not been reviewed, priority will be given to these cases. This will be funded
from within existing LCC resources.

Initial financial modelling indicates that 130,000 hours of home care could be freed up as a result
of these interventions.
Phase 2 Interim Operational and Market Measures
• Additional scrutiny to hospital discharge packages from September 2014.
• Locality managers and providers including LPT to review caseloads within localities and
ensure effective handover from HART to free up further capacity.
• Review of non-HART cases on the Promoting Independence waiting list (backlog) – from
mid September 2014.
• Workshop with LPT CHS staff and LCC staff to look at cost effective commissioning for
equipment and assistive technology (September 2014).
Re-commissioning Plans for Domiciliary Care and Reablement leading to new “Help to Live at
Home” service
•
•
•
•
•

Model of care design workshops being held Sept/Oct 2014, along with defining scope and
interdependencies with wider reablement and discharge interventions.
Market engagement analysis, preparing the market place for the scale of change.
New commissioning specification developed in Q1/Q2 2015.
Procurement starts September 2015.
Contract starts April 2016.
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•

Detailed analysis of the components of the IUR theme of the BCF Plan along with
the supporting evidence base can be found in Annex 1

•

The associated investments, benefits and metrics analysis can be found in BCF
Template 2.

•

The key milestones can be found in Section 4 of BCF Template 1, supported by the
detailed Programme Plan at Appendix E.

What impact will the Hospital Discharge and Reablement Interventions have?
The interventions within this theme of the BCF are targeted primarily to a reduction in delayed
bed days in hospital and an improvement in the number of people reabled after 91 days.
Hospital Discharge and Reablement: Summary of Scheme
Code

Scheme Name

HDR1

Integrated Reablement

HDR2

Protected Reablement

HDR3
HDR4
HDR5

Investment
2014/15
£’000
1,635

Investment
2015/16
£’000
1,770

0

5,953

Improving Mental Health
Discharge

255

261

Safe Minimum Transfer
Data Set
Protected Hospital
Discharge

90

0

789

2,738

HDR6

Multi-Disciplinary Review
Team for Care Packages

92

277

HDR7

Single Point of Access

20

230

2,881

11,229

Total

Metrics Symbols

Enabler

The interventions in this theme of the plan are also targeted to reducing the number of
permanent admissions to residential and nursing care due to providing more effective
community based/home based support.
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For this theme, the schemes in template 2 with associated financial benefits are:
Code

Scheme Name

HDR1

Integrated Reablement

HDR3

Investment
2014/15

Investment Metrics
2015/16
Symbols

1,635

1,770

Improving Mental Health Discharge

255

261

HDR5

Protected Hospital Discharge

789

2,738

2,3,5

HDR6

Multi-Disciplinary Review Team for
Care Packages

TBC

TBC

2,3

1,2,3,4,5
3,4,5

(The interventions in BCF Themes 2 and 3 (Urgent response and LTCs also contribute to
this metric)
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4) PLAN OF ACTION
a) Please map out the key milestones associated with the delivery of the Better
Care Fund plan and any key interdependencies
A comprehensive programme plan is given at Appendix E and is supported by the performance
dashboard for the Integration Executive and Health and Wellbeing Board which tracks delivery of
the programme against metrics, milestones and financial performance.
A summary of key milestones is given in the table below
Theme

Project

Milestone
th

BCF Plan

Submission to NHSE

19 September 2014

BCF Plan

Section 75 Agreement

Agreed by December 2014

Improving Prevention

Local Area Co-Ordination

Improving Prevention
Long Term Conditions

Integrated Housing Solutions –
Lightbulb project
Implementation of NHS Number

240 vulnerable individuals
supported by March 2016
Shadow service in operation from
Q1 2015.
November 2014

Integrated Crisis Response

Night Nursing Service

Launched 1 September 2014

Integrated Crisis Response

Older Person’s Assessment Unit

Live from 1 October

Integrated Crisis Response

Integrated Approach to Falls

Integrated Crisis Response

7 Day Services in Primary Care

240 Paramedics trained by
December 2014
Pilots from October 2014

Hospital Discharge and
Reablement

Multi-Disciplinary Review Teams for
Care Packages

Staff recruited and reviews
starting in December 2014.

Hospital Discharge and
Reablement

Single Point of Access Development

Increased capacity operational by
January 2015

st

st

Key interdependencies are as follows:
•
•
•
•
•
•
•
•
•
•
•
•
•

The LLR 5 Year Plan and Delivery Programme
Government policy in relation to integrated health and care, pooled budgets and the future
arrangements for the better care fund
The implications of operating in a challenged health economy
The roll out of 7 day services, in primary care and other settings
Adoption of the NHS Number
Development of the Single Point of Access
Revised information sharing agreements for LLR
Adoption of the minimum data set for safe hospital discharge
Recruitment to a number of new services, and extended services and training
programmes associated with new ways of working
Ongoing evaluation of schemes against the metrics and financial benefits within the plan,
supported by improved KPIs and data quality by scheme
Implementation of user experience metrics within individual schemes, as well as by using
the nationally prescribed metrics.
Implementation plans associated with the Care Act
Any future configuration changes to the NHS in particular commissioning bodies.
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4b) Please articulate the overarching governance arrangements for integrated care
locally
At their meeting on 13th February 2014
(http://politics.leics.gov.uk/ieListDocuments.aspx?CId=1038&MId=4072&Ver=4) the
Leicestershire Health and Wellbeing Board refreshed their terms of reference including the
following key areas of change:
• Providers joining the Board
• Taking into account the Board’s new responsibilities with respect to the BCF
• Reflecting the relationship with the LLR wide five year strategy and associated
governance arrangements
At the 13th March meeting of the Leicestershire Health and Wellbeing Board
(http://politics.leics.gov.uk/ieListDocuments.aspx?CId=1038&MId=3981&Ver=4), the Board
approved the creation of a new sub group, the Integration Executive, to support the Health and
Wellbeing Board in:
• Steering the delivery of the BCF
• Governing the pooled budget
• Extending our ambitions for local integration/transformation beyond the current scope of
the BCF
• Further crystallise the local alignment of the BCF to the priorities within the JHWBS and
the LLR wide programme.
The terms of reference can be found at (http://website/leics_health_wellbeing_board_tor-2.pdf)
Work of the Leicestershire Integration Executive
The Leicestershire Integration Executive was established to lead the programme of work to
improve integrated health and care across Leicestershire. This directs the day to day to delivery
of the integration programme, including the elements within the BCF plan and pooled budget,
reporting directly to the Leicestershire H&WB Board.
The Integration Executive comprises executive level representatives from NHS commissioners
and providers, the local authority, district councils, and local health watch. It is chaired by the
Clinical Chair of WLCGG, Professor Mayur Lakhani.
The integration programme plan consists of the four different themes that are in the BCF plan
along with five additional areas of ongoing joint work. The BCF themes are:
•
•
•
•

Unified Prevention Offer
Integrated, Proactive Care for those with Long Term Conditions
Integrated Urgent Response
Hospital Discharge and Reablement

The other five elements proposed to be included into the overall integration programme:
•
•
•
•
•

Special Educational Needs and Disabilities (SEN&D)
Help to Live at Home
Whole Life Disabilities
Continuing Health Care (CHC)
Integrated Community Equipment
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The work of the Integration Executive is supported by dedicated resources as follows:
• Director of Health and care Integration (joint appointment)
• Programme Lead
• Business Analyst
• Finance Lead
A multiagency operational group coordinates the delivery of all the elements of the integration
programme that feed into the Integration Executive. In 2014/15, the operational group has led
focused work on:
•
•
•
•
•
•
•
•
•
•

Digesting BCF guidance
BCF scheme impact assessment
Analysing benefits, metrics and trajectories
Developing the approach to risk sharing
Assessing the quality of project level data and KPIs
Developing the performance framework for the Integration Executive and H&WB board
Scoping project briefs
Leading the development of business cases
Managing and developing project resources across agencies
Overseeing implementation.

Both the Integration Executive and Operational Group have worked very effectively together to:
•
•
•
•
•

Demonstrate strong leadership through cooperation and coproduction
Set a level of ambition for joint delivery
Agree and maintain a joint vision
Communicate jointly on integration development
Drive cultural change between commissioners and providers in the health and care
economy.

The following diagram illustrate the relationship between the LLR-wide tier of the strategy and the
local governance arrangements for the Leicestershire Health and Wellbeing Board including the
role of the Integration Executive in overseeing the delivery of the BCF and the section 75
agreement for the pooled budget.

Leicester,
Leicestershire, and
Rutland

5 Year Strategy for the
Health and Care Economy

Leicestershire
HWB
Leicestershire
County
Council’s MTFS and
Transformation
Programme

EL&RCCG
WLCCG
Operating Plans

INTEGRATION
EXECUTIVE

BCF Delivery
Section 75

Page
64

71

4c) Please provide details of the management and oversight of the delivery of the
Better Care Fund plan, including management of any remedial actions should plans go
off track
The Integration Executive has developed a robust approach to governance which includes:
I.
II.

III.

A comprehensive performance dashboard which tracks delivery against milestones, the
financial plan and performance metrics. (see Appendix G)
A risk register which gives
• A programme view for corporate level reporting and mitigation (Appendix D)
• A project level view for operational level reporting and mitigation
A section 75 agreement task and finish group is in place and a working draft of the
document is already in the process of being refined with a view to multiagency approval
by December 2014.

Assuring Delivery
The RAG rated performance dashboard and exception reporting directs the Operational Group
and Integration Executive to intervene early if plans are not delivering to milestones or if the
expected benefits or performance against trajectories are not to the required levels of
achievement, so that remedial action can be focused and timely.
This has already assisted the Integration Executive and Operational Group in understanding
some key barriers to delivery and encouraged us to look in depth at root causes of deteriorating
performance within the health and care economy.
For example we have undertaken a more detailed analysis by setting of care for the delayed
transfer of care metric which was underperforming in Q1 2014/15. From this we have been able
to pinpoint and unblock cultural and operational issues affecting:
•
•
•

Deployment of the minimum safe transfer data set
Barriers affecting the assertive in reach team
The impact of housing expertise within the acute mental health unit.

In Q2 2014/15 more detailed work has also been undertaken to map the impact and contribution
of individual elements of the integration/BCF programme, for example against each of the
individual BCF metrics, and to assess the quality of data and KPIs for individual projects.
This has resulted in confirming and challenging the confidence levels applied to each element of
the programme, as well as looking at practical solutions to improving evidence and data quality
and making adjustments to the delivery assumptions accordingly.
Assuring Delivery and Risk Pool for Pay for Performance
Following the publication of the revised BCF guidance in July 2014, the impact of the requirement
to achieve a 3.5% reduction in emergency admissions was risk assessed, both for the
Leicestershire BCF plan, and as a whole across our LLR wide unit of planning.
A reduction of 3.5% in emergency admissions against the 2013/14 baseline equates to 1911
emergency admissions which represents £2.84m of the BCF pooled budget, based on the
average cost of an emergency admission of £1490.
This is the proportion of the Leicestershire pooled budget fund which will now be subject to pay
for performance. The Leicestershire BCF plan submitted in April 2014 originally identified a
contingency for the risk pool of the pooled budget of £1.3m
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In order to improve assurance on delivering a reduction of 1911 emergency admissions an
impact assessment was performed on the schemes within the BCF plan with four schemes
identified as the primary contributors of this metric. Trajectories have been developed for these
schemes which will form the basis of local performance management by the Integration
Executive. These are shown in the supporting BCF Impact Analysis at Appendix A.
In order to evaluate the impact of the four schemes on an ongoing basis there will be two aspects
to local performance management
1) Performance reporting on KPIs associated with emergency admissions avoidance with
clear definitions across health and social care interventions
2) Performance monitoring of correspondence HRGs in the acute sector where we would
expect to see reductions in activity for related HRG codes e.g. admissions due to falls and
frailty (or conversely where we would expect to see increases in activity should the
schemes not be proving effective).
It is recognised that other factors outside of the BCF interventions and related HRG codes will
have an impact on total emergency admissions performance, given the definition of this metric.
However the intention within the Leicestershire BCF plan is to be clear about the relative
contribution of the interventions prioritised within our plan and be able to record and demonstrate
their impact.
The financial plan and programme plan for the BCF have been refreshed in light of the new
guidance, the local impact assessment, some further changes in relation to the Care Act, and
some phasing changes affecting BCF schemes.
A reserve fund of £3.2m has now been applied to the BCF plan in 2015/16 which includes the
£2.84m risk pool for the emergency admissions metric.
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4d) List of planned BCF schemes
Please list below the individual projects or changes which you are planning as part
of the Better Care Fund.
Ref no.
UPO1
UPO2
UPO3
UPO4
UPO5
UPO6
UPO7
Ref no.
LTC1
LTC2
LTC3
LTC4
Ref no.
IUR1
IUR2
IUR3
IUR4
IUR 5

Ref no.
HDR1
HDR2
HDR3
HDR4
HDR5
HDR6
HDR7

Unified Prevention Offer (UPO 1-7)
First Contact
Carers Services
Improving Community Based Prevention through Local Area Coordination
Autism Pathway
Assistive Technology
Integrated Housing Solutions
Protected Prevention Services
Long Term Conditions (LTC 1-4)
Integrated, Proactive Care (Risk Stratification and Case Management)
IT Enabler – Adoption of NHS Number
Improving Quality in Care Homes
Protected LTC services
Integrated Urgent Response (IUR 1-4)
Integrated Health and Care Crisis Response (ICRS)
Rapid Assessment for Frail Older People in the Community (FOPC)
Rapid Response Falls Service
7 day services in Primary Care
Admissions Avoidance Glenfield Hospital

Hospital Discharge and Reablement (HDR 1-5)
Integrated Reablement
Protected Reablement Services
Improving Mental Health Discharge
Safe Minimum Transfer Data Set Enabler
Protected Hospital Discharge Services
Multi-Disciplinary Review Team for Care Packages
Single Point of Access

4 Annex 1 documents ( 1 per BCF Theme) are attached to this submission setting
out the detail by individual BCF scheme in the required format.
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5) RISKS AND CONTINGENCY –
a) Risk log
Please provide details of the most important risks and your plans to mitigate them. This
should include risks associated with the impact on NHS service providers and any
financial risks for both the NHS and local government.
There is a
risk that:

How likely
Potential impact
Please rate on a scale of 1-5 with 1
is the risk
being a relatively small impact and
to
5 being a major impact
materialise? And if there is some financial
Please rate on a
scale of 1-5 with 1
being very unlikely
and 5 being very
likely

Overall
Mitigating
risk factor Actions
(likelihood
*potential
impact)

impact please specify in £000s,
also specify who the impact of the
risk falls on)

A comprehensive risk register which has been approved by partners is attached at
Appendix D

Page
68

75
b) Contingency plan and risk sharing
Please outline the locally agreed plans in the event that the target for reduction in
emergency admissions is not met, including what risk sharing arrangements are in
place
i) between commissioners across health and social care and
ii) between providers and commissioners
In February 2014, a multiagency risk workshop was held to develop and agree the initial
Memorandum of Uniderstanding and agree a number of principles to assist with the development
of the section 75 agreement and risk sharing approach for 2015/16.
The MoU sets out the principles underpinning the agreement namely:
•

•
•

That the parties agree to work together to improve the quality of life for Leicestershire
residents and to improve the quality and co-ordination of health and social care services
across the County following the principles of the LLR 5 year strategy, namely:
o

We will work together as one system to realise our vision

o

We will put citizen participation and empowerment at the heart of decision making

o

We are committed to addressing the inequality between mental health and
physical health services

o

We will improve outcomes & reduce inequalities for our citizens by striving to be
‘Best in class’, using evidence-based models which comply with our equality
principles; and

The respective roles and responsibilities of each of the parties.
The parties agree to act at all times in good faith towards the other parties in relation to
the operation of this MoU.

Participants agreed the risk sharing agreement should specifically cover the following scenarios:
a. Actions to be taken in the event that the trajectory of improvement for emergency
admissions is not achieved
b. Situations that are exempt (outside of the BCF plan control) – e.g. impact of a
major incident
c. BCF plan components prove measurably effective, but the rate of acute demand
outstrips the impact of the BCF, which still leads to over performance on the acute
contract
d. BCF components prove more effective than anticipated in driving care into the
community, leading to higher than planned levels of demand on reablement or
home care packages
e. Timetable for assurance on the outputs of the financial modelling work associated
with the impact of the Care Act
At this time, scenario modelling was also undertaken on the impact of over performance on
avoidable emergency admissions (in line with the definition of the BCF metric at that time and the
proposed level of ambition in the April submission), and a threshold of £1.3m was assessed as a
suitable contingency for mitigating over performance on acute activity.
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The MOU was produced on this basis, and approved at the May 2014 meeting of the Integration
Executive. This was a precursor to the production of a full section 75 agreement for 2015/16. A
first draft of the section 75 agreement is already in production at the time of this submission.
In terms of the changes enacted to BCF policy in July 2014, (ref the implications of the new pay
for performance scheme, new metric definitions and baselines) the reserve has been increased
given the greater risk to achievement of the emergency admissions target, e.g. in order to
mitigate the proportion of the fund that is now subject to pay for performance (£2.84m) in full. This
is due to the challenged health economy context and the gap between current performance and
the 3.5% threshold we need to achieve. This was approved by the Health and Wellbeing Board
on 16 September 2014.
It is recognised that the pay for performance scheme will operate quarterly in arrears and if the
trajectory is not being achieved monies from the risk pool within the pooled budget are released
to CCGs so that corresponding activity in the acute sector can be reimbursed up to the value of
£2.84m.
£2.84m will therefore be held in reserve in the pooled budget and not applied to other expenditure
in the BCF in 2015/16 until assurance can be achieved on delivery of the target. This will entail
performance monitoring over the first 6 months of 2015/16 in order to gain sufficient assurance in
the first instance.
The application of monies from the risk pool to arising from falling short of the target of 1911
admissions will be actioned via the existing contractual routes between the CCGs and University
Hospitals of Leicester and in the context of the existing risk sharing agreements between the LLR
CCGs (existing collaborative contracting arrangements in LLR).
Depending on the future BCF policy framework beyond 2015/16 a proportion of the reserve may
need to be carried forward to provide for a risk pool and/or reserve on a recurrent basis.
It is hoped this would however be a much smaller figure if the BCF plan is performing well overall.
The BCF Section 75 will contain a detailed risk sharing agreement which will outline the criteria
for releasing funds from the risk pool. This will include:
•

•
•
•
•

Defining the thresholds and timescales at which performance against the emergency
admissions trajectory will involve funds being taken from the risk pool to manage under
performance or invest in other priorities
Arrangements for the other scenarios outlined in b-e above
Defining the governance arrangements and financial flows associated with this process
Circumstances in which other emerging integration priorities can be considered against
the reserve, and/or existing priorities can be enhanced through the use of the reserve
How non-recurrent reserve balances will be agreed, including future reserve thresholds
from 2016/17 onwards.

The section 75 agreement will be developed for partner review by November, with a view to
completion and governance approvals by all partners well ahead of the new financial year. The
detailed activities within this work are shown in the programme plan at Appendix E.
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6) ALIGNMENT
a) Please describe how these plans align with other initiatives related to care and
support underway in your area
The BCF plan is aligned with the following related initiatives
Supporting Leicestershire Families

Learning from this initiative has informed our
unified prevention offer, and how to develop
greater integration via risk stratification, case
management and impact assessment

Housing Offer to Health

Work on the housing offer to health has
informed the integrated housing interventions in
the BCF plan and these developments are
aligned to the wider housing agenda locally
including the ongoing development of extra
care housing within the Leicestershire area

Roll out of superfast broadband

The technology platform that will be available
by Summer 2016 across the county is a key
enabler to the progression of mobile working
using integrated care records and assistive
technology.

The National Centre of Excellence for Data
Sharing

(hosted in Leicestershire County Council)
Leicestershire is one of several sites nationally
benefiting from focused work on best practice
in information sharing across agencies, and is
at the forefront of influencing national policy
from an operational perspective, which directly
benefits our BCF plan. The BCF lead is
working closely with the Director of the Centre

LLR five year strategy Better Care Together
(eight workstreams)
Care Act Implementation

See earlier sections on p. 7, 29-31
Text being added

Transforming Adult social care

Text being added

Winterbourne View compliance

Text being added
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b) Please describe how your BCF plan of action aligns with existing 2 year
operating and 5 year strategic plans, as well as local government planning
documents
Alignment with Leicestershire County Council’s Transformation Programme and MTFS
In 2014/15 Leicestershire County Council embarked on programme of work to release £110m by
2017/18 with the drivers and sources of savings illustrated in the diagram below:

Within the council’s transformation programme items 12, 14,15, and 17 are aligned directly to the
BCF as illustrated below. The project plans and finance assumptions are taken directly from the
BCF plan and enacted via the governance arrangements for the Integration Executive.
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Alignment with Better Care Together LLR Five Year Plan
Please see information provided previously on p.7, and p.29-31
Alignment with CCG Operating Plans
The BCF interventions, metrics and associated financial contributions have been factored into the
CCG operating plans with effect from 2014/15.
There have been further iterations of CCG plans during June 2014 with refreshed data uploaded
onto Unify.
The impact of the activity shifts and associated financial assumptions over the two financial years
have been reflected in CCG capacity plans and in the contracted activated levels with providers
e.g. for non-elective activity these levels reflect the reductions in total emergency admissions for
2014/15 and 2015/16.
These reductions are further informed by the trajectories within the LLR five year plan. For
example the LLR wide reduction in emergency admissions per year will be achieved by:
• Interventions within the three local BCF plans in LLR plus
• A range of other actions being taken by commissioners and providers, which sit outside
of the BCF.
The contribution of the BCF related interventions have been mapped into the QIPP assumptions
of NHS providers.
The CCG two year plans are set in the strategic context of the LLR five year plan. These will be
subject to refreshed in conjunction with the production of the LLR strategic outline case in the
autumn of 2014/15 and in line with the 2015/16 planning round requirements.
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c) Please describe how your BCF plans align with your plans for primary cocommissioning
•

For those areas which have not applied for primary co-commissioning status,
please confirm that you have discussed the plan with primary care leads.

Supporting text being added for this diagram
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7) NATIONAL CONDITIONS
Please give a brief description of how the plan meets each of the national
conditions for the BCF, noting that risk-sharing and provider impact will be
covered in the following sections.
a) Protecting social care services
i) Please outline your agreed local definition of protecting adult social care
services (not spending)
ii) Please explain how local schemes and spending plans will support the
commitment to protect social care
We have agreed a number of investments from the BCF (mapped to each BCF theme) where
specific types of packages of care/services are being protected to support hospital discharge and
admission avoidance.
The prioritisation and type of resource to be protected has been determined by analysing;
• The population demand profiles/projections for adult social care.
•

•

The impact of the savings target in adult social care for Leicestershire County Council, the
protection that can be seen through the allocation of growth funding applied in the
Council’s, Medium Term Financial Strategy (MTFS).
The pressures still to be addressed.

While the protection identified within the BCF plan does not resolve all aspects of this pressure,
priority has been given to areas where insufficient social care support will be detrimental to the
delivery of the BCF plan’s aims and metrics, in particular:
•

To reduce emergency admissions.

•

To ensure a more streamlined and responsive health and care system supporting hospital
discharge seven days a week.

•

To provide sufficient social care support for the frail older and those with LTCs to remain
in their community for as long as possible.

•

So that the existing social care resource can be redesigned to integrate more effectively
with community services and primary care services.

The key points and table below show the analysis undertaken in the context of the MTFS, and the
packages/activity type and investment levels that have been agreed in order to protect Adult
Social Care in support of the BCF plan.
Leicestershire County Council is required to make a total of £110m budget savings between
2014-18 representing 30% of its total budget. The Council recognises the need to protect the
most vulnerable citizens and accordingly has allocated some resource for demographic growth
pressures over the next four years. The Council is sourcing a higher proportion of savings from
non-Adult Social Care Council services to mitigate some of the service reductions that would
need to be made otherwise.
The Council’s 2014/15 Medium Term Financial Strategy shows an increased financial allocation
for growth totalling £21.3m in Adult Social Care for the next four years with £9.2m towards
meeting increased demographic pressures by 2015/16.
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The balance of projected unfunded additional demographic pressures is proposed to be funded
from the BCF with £1.7m in 2014/15 and £4.6m from 2015/16.
The additional funding proposed from the BCF will meet increasing levels of demographic growth
and continue to protect essential social care services as outlined below.
The impact of the social care protected interventions as detailed in the table below is subject to
further analysis in February and March.
Service Protected

Health and ASC Benefit

Nursing Care Home
Packages

Ongoing provision of c300
nursing care placements
enabling these high
dependency service users
to stay out of the acute
sector.
Existing price and
increased dependency in
domiciliary care and other
community based services
enabling more people to
stay or return to their
homes.

Sustaining
community based
services with
increased pricing
and increased
average size of
packages of
homecare
Residential
reablement respite

Increasing
demographic
pressures

Maintaining Social
Care pathway

Maintain care
packages

BCF
Contribution
2014-15
2,995

BCF
Contribution
2015-16
3,361

BCF Theme

1,466

1,876

Integrated
proactive
care for LTC

Ongoing provision of
Residential reablement
respite care for c20 service
users per week

743

743

Provision of care packages
to meet above budgeted
increasing demographic
pressures for 18-64 years
mental, physical and
learning disabilities plus
increasing people with
dementia and more
complex needs. Additional
to the £21m being funded
by the LA over four years.
Maintain capacity in social
care pathway (i.e. social
workers) to support new
integrated model of
working.
Maintain support levels for
existing service users. This
will avoid a 20% average
reduction in all long term
support packages

1,741

4,584

Improving
Hospital
Discharge
and
Reablement
Integrated
proactive
care for LTC

220

1,640

Total Value of
Protected
Services

3,852

7,165
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Integrated
proactive
care for LTC

Improving
Hospital
Discharge
and
Reablement
Integrated
proactive
care for LTC
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iii) Please indicate the total amount from the BCF that has been allocated for the
protection of adult social care services. (And please confirm that at least your local
proportion of the £135m has been identified from the additional £1.9bn funding from the
NHS in 2015/16 for the implementation of the new Care Act duties.)
Per the above table the amount that has been allocated for the protection of adult social care
services is £16m
Since the draft BCF was submitted, Local Authorities have received confirmation of their specific
allocation from a national investment of £135m for the implementation of the Care Act. This forms
one of the elements of the overall BCF financial envelope for each Authority and its partners. The
Leicestershire allocation is circa £1.3m.We confirm we have identified our proportion of the
£135m for the implementation of the care act which equates to £1.38m and this has been
incorporated and applied to the BCF plan in the areas identified in the table below
Better Care Fund Resubmission (September 2014) - CARE ACT
IMPLICATIONS
Scheme

BCF Scheme
Ref

Total BCF
Commitment
£'000

Carers Assessments. Part of the new Care Act relates the legal
recognition of carers and the role they play in supporting
vulnerable citizens. As a result of this, there is likely to be an
increased number of carers assessments that will be undertaken.
This cost relates to the additional staffing needs to undertake these
assessments.
Carers Support. In some cases carers will be entitled to receive
services. The BCF includes funding for the Carers Support Fund, GP
referral support service and funding for respite provision provided
by the independent sector.
Information Advice & Support. Local authorities will need to
provide comprehensive information and advice about care and
support services in the local area to help people understand how
care and support services work locally. This will continue to be
funded from resources within the County Council.
Safeguarding. The Care Act requires that Local Authorities set up
safeguarding Adults Boards in their area. Leicestershire already
has such a board in place which is funded outside of the BCF. The
BCF plan does include funding for a number of safeguarding posts.

UP02

321

UP02

450

LTC3

55

Assessment & Eligibility. The Care Act includes provision for a
national minimum threshold for eligibility to receive services. This is
to be set at substantial and critical. As Leicestershire's eligibility
threshold is already set at this level and any additional cost will be
absorbed in the protection of social care already included in the
BCF submission.
Continuity of care for movers. When a service user moves home
within England, they will continue to receive care on the day of their
arrival in the new area meaning that there will be no gap in care and
support when people choose to move. This will also be absorbed in
the protection of social care already built into the BCF Plan.

LTC4

288

LTC4

45

Law reform. Clarity of responsibilities in the Care Act means that
after the initial cost of staff training (£46k) there will be ongoing
savings due to reduced complaints and litigation (£139k
estimated).
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1,159
Two elements of the DH Local Reform and Community Voices
Grant are now to be funded from the Better Care Fund:
1) Veterans in receipt of guaranteed income payments (GIP).
When financially assessing social care service users to determine
the charge they pay for the service received, if a service
user/veteran is in receipt of a GIP through the Armed Forces
Compensation Scheme, that income cannot be taken into account
and reduces the charge that the Council can make.
2) Independent Mental Health Advocacy (IMHA). The responsibility
for the provision of Independent Mental Health Advocacy (IMHA)
services transferred to the local authority in April 2013 from PCTs.

EN02

17

EN02

85

DWP Policies. The introduction of pension auto enrolment for
providers is likely to result in additional costs. In addition to this, the
1% cap on benefits (against the previous increases in line with
inflation) will see reduced income generating capacity for the
provision of social care services. This forms part of the protection of
social care already included in the BCF Plan.

120

1,381

iv) Please explain how the new duties resulting from care and support reform set out in
the Care Act 2014 will be met
The Care Act will be implemented in stages between 2014 and 2016.
Amongst the key changes are
• national eligibility criteria
• new responsibilities for Information and Advice
• increased rights and access to services for carers
• Adult Social Care funding reforms.
Leicestershire County Council has adopted a Programme Management approach to the Care Act
Implementation. The Programme is overseen by a Programme Manager reporting to a
Programme Board. There is an emerging plan and delivery programme in place. Work streams
have been established to deliver the requirements of the Act. The Programme ensures that there
is alignment between all relevant projects across adult social care and health and mitigates
against duplication of effort.
Each work stream has an identified lead and an emerging plan and timeline. Operational and
strategic staff are represented on the work streams. Colleagues from the NHS are actively
engaged in work within specific work streams such as prisons and have been identified for many
of the other work streams. A communications plan is being developed to ensure that key
messages and engagement opportunities are communicated across health and social care
systems as well as engaging user and carer representatives.
It is likely that these changes will have a significant impact on publicly funded Adult Social Care,
and therefore, increase the financial pressure on the Council.
At this stage it is too early to make a full assessment about the scale of this impact.
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There will be further allocations of resources directly to Local Authorities in 2015/16 to pay for
implementation of the non-financial reform elements of the Act and in 2016/17 to fund the
financial reforms. There is a risk that these allocations will not fully fund the actual costs.
Further analysis is needed to assess specific implications against the requirements of the Act,
and to assist with this a national modelling tool has been developed. This tool is being piloted in a
number of Local Authorities and over time will be used to assess the potential impact of the Care
Act with respect to their population.
The development and application of the tool is iterative, and at the time of this submission further
refinements to the modelling tool are anticipated. There is also a national consultation in progress
about eligibility criteria.
The BCF submission has already identified an indicative £300k for additional carer assessments
based on current estimates but this could be subject to change and represents only one aspect of
the Act’s requirements.
Risks in relation to the introduction of the Care Act have been reflected in the risk register, and all
assumptions and risks will be updated as further analysis becomes available, with regular
updates to the Integration Executive.

v) Please specify the level of resource that will be dedicated to carer-specific
support
In 2014/15 this totals £668,000 and in 2015/6 this totals £1m

vi) Please explain to what extent has the local authority’s budget been affected
against what was originally forecast with the original BCF plan?
The investment levels for adult social care protection are unchanged from the April submission,
and will enable the Council to avoid making £16m of further budget reductions in services.
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b) 7 day services to support discharge
Please describe your agreed local plans for implementing seven day services in
health and social care to support patients being discharged and to prevent
unnecessary admissions at weekends
Following the publication of NHS England’s clinical standards for seven day working, all Acute
Trusts in the East Midlands are undertaking a baseline assessment against the ten elements of
the clinical standards and a regional workshop has been held to share emerging practice and
models of care to support this work.The baseline assessment will include an overview of how
other elements of the health and care system that intersect with acute providers on a seven day
basis are being configured to support seven day working, for example for Leicestershire the
intensive crisis response service which will offer a combined health and social care response to
avoid admissions where urgent help is needed in the community.
In terms of primary care developments in support of seven day working, the Leicestershire Health
and Wellbeing Board received a report in March 2014 from NHS England covering the emerging
strategy of NHS England/Operating plan. This report and the Board’s discussions included how
primary care strategy is developing nationally and how this will be translated into Leicestershire
and Lincolnshire, with respect to our Area Team.
The Health and Wellbeing Board discussed the parameters of the core contract for GPs and the
additional services currently being commissioned by both NHS England and CCGs in order to
extend the primary care service offer to local patients beyond the core contract. The minutes
capturing the Health and Wellbeing Board’s discussions on this topic and the action agreed can
be found here (http://politics.leics.gov.uk/ieListDocuments.aspx?CId=1038&MId=3981&Ver=4)
In the meantime, £1million has been identified within the BCF plan to extend the role of primary
care further in relation to seven day working and case management of the over 75s. This is a
starting point which will be reviewed as the local primary care strategy becomes further
developed.
Further discussions are in progress between NHS England and local CCGs to consider the
application of these funds in the context of the current levels/pattern of commissioning between
the two commissioning organisations and to co-produce future milestones for extending primary,
which will also need to interface with out of hours GP provision, social care services and the
acute sector developments noted above.
At the time of the BCF resubmission, and as part of the programme of work for the LLR five year
plan a primary care strategy for Leicestershire is being developed, which is due for publication in
October.
Several components of the BCF relate specifically to making a significant shift in delivering 24/7
integrated community based support for Leicestershire’s communities.
The BCF plan shows how we have prioritised intervention that will support further integration
across acute, community and GP settings of care on a 7 day basis. In particular these are found
in themes three and four of the BCF plan such as:
• The introduction of a two hour integrated crisis response service for urgent health and
care support in the community
• The introduction of case management of the over 75s
• The introduction of primary care services on a seven day a week basis
• The further integration of community and primary care services in support of patients with
LTCs and frail older people
• Assertive in reach to support hospital discharge
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c) Data sharing –
i) Please set out the plans you have in place for using the NHS Number as the
primary identifier for correspondence across all health and care services
The NHS locally already uses the NHS number as a primary identifier.
Please see information previously given at page 39 (implementation of NHS number and primary
records data sharing project, and further information in Annex 1 LTCs)

ii) Please explain your approach for adopting systems that are based upon Open
APIs (Application Programming Interface) and Open Standards (i.e. secure email
standards, interoperability standards (ITK))
We are committed to adopting systems that are based upon Open APIs and Open Standards (i.e.
secure email standards, interoperability standards (ITK).
Both the new Adult Social Care and home care rostering products being introduced by
Leicestershire County Council have a range of open API’s and XML schemas to utilise web
services and re-use of interfacing code.
NHS systems used locally such as HISS (PAS); ICE, EMIS, Maracis/RiO are supportive of Open
APIs and Open Standards. The main exception is the nationally contracted TPP SystmOne
product.

Please explain your approach for ensuring that the appropriate IG Controls will be
in place. These will need to cover NHS Standard Contract requirements, IG Toolkit
requirements, professional clinical practice and in particular requirements set out
in Caldicott 2.
We are committed to ensuring that the appropriate Information Governance (IG) Controls will be
in place.
Leicestershire County Council already utilises the IG Toolkit as part of connecting Public Health
to the N3 network. Local organisations are committed to PSN connectivity.
NHS partners are committed to the IG Toolkit and N3 connections are covered by code of
connectivity.
The majority of NHS systems are covered by the national NHS Registration Authority Chip and
Pin access system which provides position based access control.

Page
81

88

d) Joint assessment and accountable lead professional for high risk populations

i)

Please specify what proportion of the adult population are identified as at
high risk of hospital admission, and what approach to risk stratification
was used to identify them
ii) Please describe the joint process in place to assess risk, plan care and
allocate a lead professional for this population
iii) Please state what proportion of individuals at high risk already have a
joint care plan in place

Both CCGs have implemented risk stratification tools with case management for at risk
populations as part of their programme of support for:
•
•
•

Older frail patients
Those with LTCs
Those at risk of developing LTCs/frailty.

The following information supplements the approach described on p.38
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Joint assessment and accountable lead professional for high risk populations – West Leicestershire CCG
Better Care Together Review
WLCCG response
Please specify what proportion of the adult
All 50 practices have implemented risk stratification which collates and analyses a combination of acute
population are identified as at high risk of
and primary care data through clinical systems. In addition the WLCCG target for the completion of care
hospital admission, and what approach to
plans for the at risk group of 2% is 5,600 by March 2015, the identification of these patients is through risk
risk stratification was used to identify them
stratification.
Describe plans for health and social care
teams to use a joint process to assess risk
and plan care
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In WLCCG there are ten clinical coordinators who are the case managers for those categorised at risk
using the risk stratification tool. Since April 2013-778 patients have been reviewed and admitted to virtual
wards where case management is delivered accessing social care resource. Patients receive joint
assessment, interventions and care plans per their assessed needs. Through the introduction of the BCF
plan there will be a much greater integration of social care risk factors and interventions into case
management, including housing support, which has proved to be an increasingly important element,
hence the development of the housing offer to health.
Describe any action being taken to remove
The lead for Leicestershire Partnership Trust Community Health Service (LPT CHS) and the Associate
barriers to joint assessments and planning
Director for Adult Social Care did a joint presentation to WLCCG localities in July to describe the process
for integration with a particular focus on how adult social care teams plan to adopt the same “virtual ward”
infrastructure and staff engagement process that is already underway with LPT CH. This was well
received by general practice.
Describe the role of accountable lead
The avoidable admissions DES commissioned by NHS England in April 2014 asked practices to sign up
professional as it is envisaged, such that the by June 2014. All 50 WLCCG practices have signed up to the avoidable admissions DES that includes
patient knows who to contact when they
identification of the accountable GP for all patients identified at risk of an avoidable hospital admission.
need to and can get timely decisions about
This DES indicates that general practice takes responsibility for the coordination of care for at risk
their care
patients (ie frail older people and those with complex needs). The practice must provide a back office
number to other health and social care professionals who wish to discuss elements of the patients care.
In addition, patients should also be offered on the day advice/consultation with their registered practice.
Set out how GPs will be supported in being
WLCCG has worked with East Leicestershire and Rutland and Leicester CCGs to develop a care plan
accountable for coordinating patient centred template that includes all of the components for the DES which can be used with both Systmone and
care for older people and those with
EMIS clinical systems. In addition a care plan communication brief has been sent to other providers
complex needs
including EMAS, OOH, ED, adult social care and LPT CHS so that they were aware of the purpose of the
care plan and the need to communicate with the patients practice if there was an update required for any
new relevant intervention
Demonstrate consideration of the impact of
The risk stratification tool screens the entire practice population and will capture patients with mental
these systems for people with Dementia
health and dementia as long as their diagnosis is recorded accurately in the clinical record. However,
and mental health problems
clinical judgement can also be used to identify those at risk. Both of these patient groups are likely to be
included in the 2% at risk and therefore will have a care plan completed particularly those residing in care
homes.
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In terms of the categorisation of at risk patients:
• Patients who are frail will have one or more of 12 diagnoses, such as falls, dementia,
urinary or faecal incontinence or malnutrition.
• The Likelihood of Admission refers to a patient’s chance of being electively or nonelectively admitted in the next 12 months.
• A score of five represents a 50% or greater chance of being admitted. A score of four
represents a 40-49% chance of being admitted. Three equals 30-39% and so on.
• Relative to the whole population, patients in groups four and five have a high likelihood of
being hospitalised.
• Resource Utilisation Band (RUB) These bandings (1-5) show groups of patients with
increasing likelihood of being in the top 5% costliest group next year.
The risk factors are currently comprised of the following elements:
• The likelihood of any patient being in the top five per cent highest cost group of patients
next year.
• Patients most likely to be admitted in the next 12 months.
• Prescription given associated with the named condition.
• Read Diagnosis Code / Primary Code / Secondary Care code present.
• Both RX and ICD are present.
• Treatment - the patient has a prescription associated with that condition and has attended
OPD or ED for that condition, but no diagnostic code was found in the primary care record
for that condition.
East Leicestershire and Rutland CCG
East Leicestershire and Rutland CCG utilises the Adjusted Clinical Groups (ACG) risk
stratification tool to identify patients at risk of future avoidable hospital admissions at practice
level.
The Integrated Care service uses this risk stratification tool with GP Practices to identify patients
at risk, coordinate identified health and care interventions to reduce / manage this risk and
allocate a lead professional through the MDT processes now established across the 4 Rutland
practices. The health and social care coordinator role is critical to supporting this process and
providing care coordination. The Caseload per HSCC with each practice is 20 new caseloads
per month per coordinator. This equates to case management register of minimum of 1% of
registered list size of >18s.
Patients receive joint assessment, interventions and care plans per their assessed needs.
Dedicated Health & Social Care Coordinator (HSCC) will arrange MDT and all preparatory work.
The MDT comprises of GP lead, HSCC, community health services and pharmacy input at risk
stratification stage. The diagram attached provides an overview of the process. In addition to the
HSCC ELRCCG has invested in community health services for clinical case managers to
strengthen the integrated model. the role of the clinical case managers is to work with the HSCC
to identify and take on lead professional responsibilities for those patient identified that sit in the
higher amber/bottom red of the Risk Stratification triangle.
Criteria used to identify patients through risk stratification:
• Amber section of risk strat
• >60 yrs
• 3 or > LTCs
• 5 or > repeat meds
• Not on active CA treatment
Currently as at month 3 EL&RCCG have 1063 joint care plan in place
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8) ENGAGEMENT
a) Patient, service user and public engagement
Please describe how patients, service users and the public have been involved in the
development of this plan to date and will be involved in the future
In December 2013 at a Leicestershire Health and Wellbeing Board development session, all
partners agreed to adopt the National Voices principles and definitions for integration, reflecting
the engagement with, and feedback from the public, that was achieved nationally during their
development.
Patient, service user and public engagement in the development of the five year Better Care
Together strategy and the Leicestershire BCF Plan has involved a number of channels and there
has been close, ongoing involvement of Local Healthwatch (LHW) in shaping and influencing
these developments throughout.
Summary of engagement to date in support of the LLR five year plan and BCF Plan for
Leicestershire:
•

NHS Call to Action events

•

The Council’s consultation with the public about its future budgetary plans

•

Findings from the Local HealthWatch public consultation to shape priorities for their
2014/15 workplan. The respondents to this consultation cited improving integration across
health and care services as their top priority (66% of respondents).

•

In order to engage further on the specific BCF plan proposals we also held a Stakeholder
Event with the support of Local Healthwatch on 24th February. The purpose was to seek
feedback on the progress to date with the Joint Health and Wellbeing Strategy and the
emerging proposals in our BCF plan. Appendix F to this template summarises the
feedback from this event which has informed the final submission

•

Public engagement events for the LLR five year strategy during 2014/152014
including launch events in May/June and open public meetings in August as part of the
review phase for the draft strategy

•

Engagement with OPEN (older people’s engagement network) on the BCF plan and the
business case for the assessment unit

•

Listening to Patients about their Urgent Care Needs. In June 2014, a team of
Healthwatch Leicestershire staff and volunteers spent 12 hours in A&E listening to 88
patients to understand why they had come and what they thought of the care and
treatment they were receiving.

•

A report on these findings can be found at this weblink (insert weblink) and has informed
the approach to Urgent Care in our BCF plan and in the 5 year plan for LLR. The survey
looked at both the overall experience within the A&E department (which was found to be
broadly good) but also captured feedback about the reasons for attendance which
demonstrated the gaps in local urgent care services, particularly when GP services are
unavailable or a timely GP appointment cannot be made.
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Highlights from the findings from this report:
•

•
•
•
•

42% of these patients came straight to A&E without seeking alternative care. These
patients may have been better treated elsewhere. Reasons provided by patients for
not seeking alternative help include long-term conditions or severity of injury.
58% of patients we spoke to had tried to get help elsewhere before coming to A&E
from their GP, NHS 111 and NHS 999.
Two out of five patients attended A&E at least once in the previous 12 months.
Five patients felt they should not have come to A&E.
Some of these patients indicated they would have preferred to see a GP if the option
was available.

Case Study Example: GP advised the patient to attend A&E after the patient’s carer spoke to the
GP on the phone. The patient did not think they should have gone to A&E and would have
preferred to see their GP. The patient said it would have been helpful if the GP was able to
assess the problem and prescribe painkillers. They found going by car and utilising the
wheelchair at the hospital very difficult.
Customer Insight for the New Integrated Housing Offer.
During September 2014 we are undertaking an initial customer insight survey for our new
integrated housing offer. This examines the experiences and perceptions of local people about
securing aids and adaptations in the home and asks if they have considered any recent these
adjustments and the reasons for this – e.g. for economic reasons (such as affordable warmth),
reasons of health, wellbeing, safety or maintaining independence at home, either for their own
household or in support of other people for whom they are caring.
Ongoing BCF engagement plans:
Each component scheme of the BCF plan will be expected to evaluate user experience using one
of the 3 selected national survey questions but will also be using other sources of evaluation
about user outcomes, such as the outcome star for the local area coordination service. We will be
working with Local Healthwatch (LHW) and health and social care providers and commissioners
to engage with the public about the ongoing experience of integrated care and support. We will
use some of the existing channels to do this including
•

•

•
•

The LLR Better Care Together Programme has an established Public/Patient
Involvement working group with an ongoing communications and engagement
plan
The Leicestershire Health and Wellbeing Board in conjunction with LHW approved
a communications and engagement plan in May 2014 which uses a range of
channels and mechanisms for engaging on the specific changes affecting health
and care services in the county of Leicestershire.(insert weblink to paper)
Existing Membership schemes of partner organisations, existing engagement
forums for specific groups.
Ongoing relationship with LHW and their communication and engagement
channels

•

The Leicestershire Health and Wellbeing Board complies with the Public Sector Equality
Duty and will ensure it gives ‘due regard’ in its decision making to the outcomes from
public consultations and associated Equalities and Human Rights Impact Assessment.

•

As part of the communication and engagement plan for the April BCF submission we
developed a BCF plan on a page document. this is an easy read visual aid to the
components of the BCF plan. We are in the process of updating this document for the
BCF resubmission on 19th September 2014- see Appendix B (currently as April 2014) ve
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b) Service provider engagement
Please describe how the following groups of providers have been engaged in the
development of the plan and the extent to which it is aligned with their operational
plans
i) NHS Foundation Trusts and NHS Trusts
The leaders of the Leicester, Leicestershire and Rutland (LLR) health and care economy have
developed an overarching vision setting out the changes needed in the local health and care
system over the next five years. This work has involved all partners including providers and
culminated in publishing a five year strategy in June 2014.
The development of the Leicestershire BCF has been led by Leicestershire’s Health and
Wellbeing Board in the context of the LLR-wide strategy and the Joint Health and Wellbeing
Strategy for Leicestershire and is a subset of the 5 year plan.
The Terms of Reference for Leicestershire’s Health and Wellbeing Board were refreshed so that
representatives from UHL and LPT became members of the Board with effect from February
2014.
The Leicestershire BCF has been developed in conjunction with University Hospitals of Leicester
(UHL), East Midlands Ambulance Service (EMAS) and Leicestershire Partnership Trust (LPT).
LPT and UHL are members of the Health and Wellbeing Board, the Integration Executive and the
BCF operational group. In additional EMAS are represented on the Integration Executive.
UHL and LPT were therefore directly involved in the Health and Wellbeing Board’s discussions
and decisions to approve the draft and final submissions of the original BCF plan at the HWB
meeting on 13th February and 1st April, and the resubmission on 16th September, as full members
of the Health and Wellbeing Board.
In order to prepare the BCF plan, a number of specific pieces of work have been completed with
the input of providers, coordinated by the BCF operational group
•

Multi Agency Risk Workshop (Feb 2014) – this session involved reviewing the
draft BCF risk analysis, developing principles for the pooled budget and discussing
the issues and workplan for the development of a section 75 agreement.

•

Multi Agency Impact Analysis workshops (March 2014 and July/August 2014)–
these sessions involved reviewing the proposals within the BCF in terms of their
evidence base and benefits analysis, confirming and challenging the assumptions,
understanding the metrics in more depth, the individual and collective contribution
of schemes to one or more of the metrics, the trajectory of improvement
anticipated.

Recommendations arising from these workshops have been used in finalising the BCF
submission documents for both the April and September submissions.
In addition to the above, a series of additional meetings and briefings with providers have also
taken place so that the overall BCF plan and its impact across the system is widely understood
and the products are co-produced. These have included briefing sessions with clinical and
operational departments in UHL and LPT and with their respective Executive Teams.
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ii) primary care providers
Engagement of primary care providers has been coordinated via CCG Boards, their Corporate
Management Teams, Strategy/Planning groups and GP localities
This has involved engagement about the BCF plan as a whole as well as engagement at key
stages about specific developments, such as the period between April and June 2014 when 2
initial BCF business cases were being produced and approved (frail older people and local area
coordination). Feedback from primary care has actively shaped these developments.
Specific products have also been developed for CCG locality meetings targeted to the GP
audience describing the service changes being implemented through the BCF in this financial
year and their relationship with other primary and community services in localities.
Further engagement has been achieved by:
•
•

•
•
•
•

Additional briefings related to the new BCF guidance
The relationship management arrangements between adult social care and the 2 CCGs,
where dedicated senior staff are aligned to each CCG and work closely with their Board
and management team.
The coproduction of locality health and social care teams – work taking place between the
council, GPs and Leicestershire partnership trust
Work to extend the approach to risk stratification between public health, CCGs and adult
social care
District council engagement with locality GP groups/CCGs including through the health
and wellbeing groups within each district council supported by the public health team.
The existing relationship management arrangements between public health and the 2
CCGs

iii) social care and providers from the voluntary and community sector
Engagement with adult social care has been achieved through regular briefings with the adult
social care department at Leicestershire County Council and their active engagement in the BCF
integration executive and operational group in terms of the detailed proposals in the plan, along
with the representation of adult social care at the Health and Wellbeing Board.
As the 4 themes of the BCF relate to 4 of the 24 schemes in the council’s transformation
programme there is also close working with adult social care through the governance
arrangements for delivery of the transformation programme and the council’s MTFS.
An engagement event was held with voluntary and community groups as part of the preparation
of the BCF plan. This event was planned jointly with the LLR 5 year plan programme so that the
overarching vision and the BCF contribution could be presented together. This event has
received very positive feedback and will be regularly repeated.
Opportunities for further VCS involvement are being addressed in the individual schemes within
the BCF, in particular (but not limited to) provision within the unified prevention offer, hospital
discharge and frail older people.
iv) Council Members
Quarterly All Member briefings are held, open to all members, on health and care integration.
These have been in place since the inception of the Health and Wellbeing Board in 2011, and
have been used throughout 2014 to update Members on the BCF plan abd LLR 5 year plan.
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c) Implications for acute providers
Please clearly quantify the impact on NHS acute service delivery targets. The details of
this response must be developed with the relevant NHS providers, and include:
- What is the impact of the proposed BCF schemes on activity, income and spending
for local acute providers?
- Are local providers’ plans for 2015/16 consistent with the BCF plan set out here?

The implications for the acute sector in 2014/15 involve £4.68mm of non elective activity being
removed from the acute sector contract on the basis that this activity will be avoided by delivering
the schemes in the draft BCF, with impact on the metrics and benefits analysis detailed in
Template 2 of the submission
This equates to £2.217m of activity for East Leicestershire and Rutland CCG and £2.431m of
activity for West Leicestershire CCGs.
These assumptions where applicable have been reflected in the QIPP plan agreed between
CCGs and the local acute Trust as part of the 2014/15 contract negotiations
It should be noted that the QIPP non-elective assumptions for CCGs and the acute trust comprise
a number of activities, only some of which are directly linked to schemes in the BCF.
As part of the approach to risk sharing and risk management of the pooled budget through which
the BCF Plan will be delivered and governed, a figure of £2.84m has been identified to mitigate
the risk of BCF schemes failing to deliver reductions in hospital admissions and any consequence
on acute sector activity.
The individual elements of the BCF, their impact on acute activity, the QIPP plans between CCGs
and the acute trust and the impact of the plan on the metrics have been subject to an impact
assessment through multi-agency workshops, the outputs of which have been shared with the
Integration Executive in April and September for each of the submissions.
Individual trajectories for the schemes affecting the emergency admissions metric have been
developed to provide additional assurance with respect to the delivery of the target.
The profile of activity for 2015/16 is subject to annual contract negotiation but a trajectory of
reducing emergency admissions and LOS for the period of the 5 year plan will be reflected in
these assumptions and the integrated planning model for LLR has been developed on this basis.

Please note that CCGs are asked to share their non-elective admissions planned figures
(general and acute only) from two operational year plans with local acute providers. Each
local acute provider is then asked to complete a template providing their commentary –
see Annex 2 – Provider Commentary.
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SUPPLEMENTARY APPENDICES
BCF ANNEX 1 – SUPPORTING INFORMATION BY SCHEME
BCF ANNEX 2 – PROVIDER SIGN OFF
Leicestershire BCF Supporting Appendices
A) BCF IMPACT ANALYSIS REPORT
B) BCF PLAN ON A PAGE
C) BCF SPENDING PLAN
D) BCF RISK ANALYSIS
E) BCF PROGRAMME PLAN
F) STAKEHOLDER EVENT FEEDBACK REPORT
G) INTEGRATION EXECUTIVE PERFORMANCE REPORT
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